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Katelyn Linker: Certified Nursing Assistants’ Implementation of Nonpharmacologic Pain 
Interventions in a Nursing Home 
(Under the direction of Anna Beeber) 
 Chronic pain affects more than two-thirds of older adults living in nursing homes and is 
often underreported, underrecognized, and undertreated in this setting. Nonpharmacologic pain 
management standing orders were developed for certified nursing assistant (CNA) use in a 
nursing home. The purpose of this project was to increase the use of nonpharmacologic pain 
interventions in this nursing home. As part of this Doctor of Nursing Practice (DNP) project, 
completion of the education module, frequency of use of nonpharmacologic pain management 
interventions, and CNA knowledge and attitudes surrounding nonpharmacologic pain 
management were evaluated. The implementation of this project was strongly affected by the 
concurrent COVID-19 pandemic that affects staff and residents in nursing homes at a 
disproportionate rate to other settings. Findings show that although there were low participation 
rates, CNAs’ reported frequency of use of nonpharmacologic interventions, and knowledge and 
attitudes about nonpharmacologic pain interventions did increase after the intervention. The 
effects of a pandemic on quality improvement projects are discussed, along with strategies for 
project leaders implementing during such time. Recommendations for future work in pain 
management in this setting are discussed.   
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CHAPTER 1: INTRODUCTION 
Chronic pain is defined as pain experienced for longer than expected for healing or 
experienced over a minimum of one to three months (Sawyer, Lillis, Bodner, & Allman, 2007). 
Chronic pain affects up to 83% of older adults living in nursing home settings (Tousignant-
Laflamme et al., 2012). As the population continues to age, and accounting for the 43% lifetime 
risk of nursing home placement, it will become increasingly important to address chronic pain 
control in this population (Sawyer et al., 2007).  
Nursing homes, or skilled nursing facilities, are institutions which provide health and 
personal care services, including nursing care, meal service, activities, and rehabilitation services 
(Harris-Kojetin et al., 2019). According to the United States Department of Health and Human 
Services, there were 15,600 nursing homes in the United States in 2016 with over 1.3 million 
residents (Harris-Kojetin et al., 2019). Of these residents, 83.5% were aged 65 and over (Harris-
Kojetin et al., 2019). Chronic illnesses are highly prevalent among nursing home residents, with 
the prevalence of residents living with Alzheimer disease and other dementias at 47.8%, 
depression at 46.3%, diabetes at 32.0%, heart disease at 38.1%, hypertension at 71.5%, and 
arthritis at 26.2%, among others (Harris-Kojetin et al., 2019). Additionally, over 86.8% of 
nursing home residents need assistance completing activities of daily living, such as bathing, 
dressing, toileting, walking, or transferring in and out of bed (Harris-Kojetin et al., 2019). 
 Chronic pain due to illnesses or decline in functional status can affect overall quality of 
life, but can also affect specific areas such as sleep, nutrition, mood, activity, healing, and daily 





cognitive performance (Sawyer et al., 2007). Additionally, nursing home residents with pain are 
30.8% more likely to be completely dependent than those without (Teno, Kabumoto, Wetle, Roy, 
& Mor, 2004). Effective pain management is necessary to achieve overall quality of life in 
nursing home residents. 
In the United States, 47% of newly admitted nursing home residents have some level of 
cognitive impairment (Ulbricht, Rothschild, Hunnicutt, & Lapane, 2017). These residents often 
have impaired communication skills that make it difficult to make their pain known (Weiner, 
Peterson, Ladd, McConnell, & Keefe, 1999). Consequently, current evidence relies primarily on 
nursing home residents who are able to communicate their pain and may underestimate the 
prevalence of chronic pain and the difficulty in achieving optimal pain management in this 
population (Weiner et al., 1999).  
Pain is often underreported, underrecognized, and undertreated in the nursing home 
setting. It is estimated that 32% of residents have undertreated pain, while 6.4% of residents have 
pain that is completely untreated (Hunnicutt et al., 2017). Nursing home residents with cognitive 
impairment are even less likely to have their pain recognized, as these residents are often unable 
to communicate their needs (Sawyer et al., 2007). Residents may also downplay their level of 
pain due to fears of not being heard, the desire to please staff, or because they have accepted 
their pain as a normal part of aging (Weiner et al., 1999). Pain may be underrecognized due to 
resident factors, such as residents with cognitive impairment being unable to self-report pain or 
residents with chronic conditions and multiple symptoms, making it hard to identify specific pain 
behaviors (Knopp-Sihota, Dirk & Rachor, 2019). Pain may be undertreated when residents have 





(Knopp-Sihota et al., 2019). Additionally, staff’s lack of knowledge about pain assessment itself 
is a significant barrier to recognition and treatment of chronic pain (Knopp-Sihota et al., 2019).  
Options for treating chronic pain include pharmacologic and nonpharmacologic 
interventions. Pharmacologic pain regimens can be administered as scheduled or as needed 
medications and range from over-the-counter medications such as acetaminophen or ibuprofen to 
narcotics (Hunnicutt, Ulbricht, Tija, & Lapane, 2017). Age-related physiologic changes, 
comorbidities, and polypharmacy complicate the use of pharmacologic options in older adults, as 
these options can have significant side effects and adverse events in this population (Horgas, 
2017). These potential effects include constipation, nausea, sedation, dizziness, and falls 
(Lapane, Quilliam, Chow, & Kim, 2013). 
Nonpharmacologic pain interventions manage pain without medications by altering 
thoughts and concentration along with the brain’s response to painful stimuli to help reduce pain 
by incorporating biological, psychological, spiritual, and social aspects of the resident and 
influencing the ways they experience pain (Shropshire, Stapleton, Dyck, Kim, & Mallory, 2018). 
Common nonpharmacologic interventions used in nursing homes include exercise, rest, heat/cold 
application, massage, distraction, relaxation, and support groups (Shropshire et al., 2018). While 
clinical guidelines often recommend incorporating both pharmacologic and nonpharmacologic 
interventions when attempting to treat chronic pain, nonpharmacologic options are often 
overlooked (Lukas et al., 2013).  
Chronic pain is highly prevalent in the nursing home population and, despite both 
pharmacologic and nonpharmacologic pain management options, it is often underrecognized and 
undertreated. As the population continues to age and a large percentage of older adults residing 





improve resident outcomes. Thus, this project aims to combat this growing problem through the 
utilization of nonpharmacologic pain interventions. 
Project Problem and Purpose 
Carol Woods Retirement Community (CWRC) is a continuing care retirement 
community focused on providing a safe, healthful, and secure environment for older adults while 
also engaging in research, development, and education in these topic areas (Carol Woods, n.d.).  
With this mission, CWRC continuously work to improve their care practices. Despite ample 
access to nonpharmacologic pain interventions, evidence supporting the efficacy of 
nonpharmacologic interventions to help control chronic pain, and evidence-based guidelines 
recommending the use of nonpharmacologic pain management interventions to treat chronic 
pain, there is a lack of use of these interventions (Abdulla et al., 2013; American Geriatrics 
Society, 1998; Tick et al., 2018). CWRC is particularly interested in this problem because they 
have been putting forth quality improvement efforts to improve pain management practices in 
their community for the past 3 years. Previous quality improvement efforts focused on improving 
pain assessment, and now they are wanting to focus their efforts on increasing the use of 
nonpharmacologic pain management.    
A stakeholder analysis (described in Chapter 4) revealed a that CWRC is experiencing a 
lack of use of nonpharmacologic pain management interventions (NPPMI) by certified nursing 
assistants (CNA) due to lack of confidence implementing such interventions without nursing 
oversight and explicit orders. Implementing a non-pharmacologic intervention which includes 
standing orders for CNA use could increase use of nonpharmacologic pain interventions and 





use of nonpharmacologic pain interventions at CWRC by implementing a nonpharmacologic 







CHAPTER 2: REVIEW OF THE LITERATURE 
 Chronic pain in nursing homes is hugely prevalent, but underrecognized and undertreated 
(Hunnicutt et al., 2017). With the increasing focus on avoiding use of pain medications in the 
elderly because of the increased risk of side effects and adverse events, it will be more important 
to use nonpharmacologic pain management interventions (NPPMI) in order to achieve optimal 
pain control in this population (Horgas, 2017). Certified nursing assistants (CNAs) are able to 
have a major impact on chronic pain management, as they provide 80 to 90 percent of the direct 
care in this population (Halifax, Miaskowski & Wallhagen, 2018). Through this direct contact, 
CNAs directly observe pain behaviors and to detect subtle changes in resident behavior that may 
indicate pain (Dobbs, Baker, Carrion, Vongxaiburana, & Hyer, 2014). While CNAs are often the 
first to recognize a resident’s pain, they often do not have the ability to take action to help 
address this pain. Standing orders could provide CNAs with the tools to provide NPPMI to 
residents and help to better control their pain. This literature review seeks to examine published 
literature regarding the use of NPPMI in nursing homes and clinical guidelines pertaining to pain 
management in the elderly in general. This literature review will also examine the role of the 
CNA in nursing homes and the process of creating change within these staff members along with 
previous use of standing orders in nursing homes. 
Definition of Terms and Nonpharmacologic Pain Management Interventions (NPPMI) 
NPPMI are strategies which manage pain by altering thoughts and attention, such as 
engagement or mindful breathing, decrease pain stimuli, such as repositioning or ambulation, or 





Heat therapy, such as hot packs and warm baths, and cold therapy, such as ice packs, are 
common pain management strategies that have remained popular over many years (Carlson, 
2007). Heat has been used to help muscles and tendons relax and can assist in better being able 
to perform other NPPMI, like massage or ambulation (Carlson, 2007). Cold therapy can be used 
to reduce inflammation and provide a numbing feeling to a painful area (Carlson, 2007). One of 
the main benefits of using heat and cold therapy is the ability to apply them to the specific 
painful area. While there are limited studies published surrounding the benefits of heat and cold 
therapy, the risks of these therapies are low, especially if using protective layers, and have not 
been tested in clinical trials because they are commonly used in everyday practice.   
 Touch and massage are additional NPPMI used to control chronic pain. In a randomized 
control trial conducted in long-term care, hand massage was provided to residents twice weekly 
for twenty minutes over the course of four weeks, resulting in a significant reduction in 
residents’ chronic pain when compared to nurse presence alone (Cino, 2014). In a pilot study 
conducted in the nursing home setting, certified nursing assistants (CNAs) were trained by 
licensed massage therapists to provide gentle massage over areas such as the forehead, neck, 
shoulders, back, and hands (Sansone & Schmitt, 2000). Following the 12-week program, 
residents’ pain scores were reduced in those who received the gentle massage (Sansone & 
Schmitt, 2000). The evidence of massage over several parts of the body supports the use of this 
technique as a NPPMI. 
 Acupuncture is a form of alternative medicine where needles are placed at certain points 
in the body, though the mechanism of action remains complex and not completely understood 
(Kligner et al., 2018). In one quasi-experimental study examining the effects of acupuncture 





therapy for eight weeks (Kligner et al., 2018). Following this program, the average pain severity 
of the participants decreased from 4.92 to 2.72, with 58% of participants showing at least a 30% 
reduction in their chronic pain (Kligner et al., 2018). In a systematic review of 
nonpharmacologic therapies for low back pain, researchers specifically studied acupuncture’s 
effect on chronic low back pain (Chou et al., 2017). Acupuncture was associated with lower pain 
intensity and better function compared to no acupuncture (Chou et al., 2017). 
 Aromatherapy is the act of using aromatic essences to promote health of the body and 
mind in ways such as relieving pain, nausea, and anxiety (Boyce & Natshke, 2019). Specifically, 
lavender and peppermint scents have been used to relieve pain, spasms, and aches (Boyce & 
Natshke, 2019). In the previously mentioned randomized control trial conducted in long-term 
care, aromatherapy and massage were combined and shown to significantly decrease chronic 
pain intensity compared to nurse presence alone (Cino, 2014).  
 Lying or sitting in one position over extended amounts of time can cause stiffness and 
body pain (Boyce & Natshke, 2019). Repositioning, the process of adjusting the position of a 
resident, can reduce this pain, while also promoting strength and reducing the probability of 
developing a thromboembolism that could cause additional pain (Boyce & Natshke, 2019). 
Similarly, ambulation can help relieve joint stiffness and muscle pain that can be related to 
chronic illnesses such as arthritis and fibromyalgia, and the side effects of certain medications, 
such as statins.  
 Cognitive behavioral therapy (CBT) is training to change pain-related thoughts and 
behaviors (Cherkin et al., 2016). In a randomized control trial evaluating the effectiveness of 
CBT for chronic low back pain, CBT was delivered in eight weekly 120-minute sessions and 





participants with clinically meaningful improvement (defined as greater than 30% improvement 
from baseline) was 58% for those who completed the CBT training compared to 44% for those 
who received usual care (Cherkin et al., 2016). In a Cochrane review of the effectiveness of 
psychological therapies for chronic pain, reviewers determined that CBT had small to moderate 
effects on pain when compared to usual treatment or placebo (Williams, Eccleston & Morley, 
2012). 
 Engagement interventions, such as games, activities, reminiscing, and humor, are 
additional NPPMI that have been previously used. Distraction can assist in diverting the mind 
from focusing on the pain (Shropshire et al., 2018). In one quasi-experimental study, a humor 
therapy program consisting of funny books and photos, jokes, videos, and comedy clips were 
presented to nursing home residents during one-hour sessions for eight weeks (Tse et al., 2010). 
Following the intervention, there was significant improvement in pain scores in the experimental 
group compared to baseline, while no changes were observed in pain scores in the control group 
(Tse et al., 2010).  
Mindful, slow breathing can be another strategy used to control chronic pain. In a 
randomized control trial examining the effects of slow breathing on the experience of pain, slow 
breathing rates lessened the effect of painful stimuli (Zautra, Fasma, Davis & Craig, 2010). 
Although this study was conducted with a younger population of women, aged 45 to 65, the 
effects of slow breathing may be similar in an older population. In a systematic review of mind-
body interventions for chronic pain in older adults, progressive muscle relaxation and hypnosis 
were associated with pain reduction (Morone & Greco, 2007). Similarly, environmental changes, 
such as dimming of lights or lowering noise, can provide a more relaxing setting that is more 





 Music can assist in distraction from pain, produce pleasure, provide a sense of control, 
and have possible placebo-like effects in the treatment of chronic pain (Garza-Villarreal, Pando, 
Vuust, & Parsons, 2017). A systematic review and meta-analysis focusing on music-induced 
analgesia in chronic pain found that music reduced self-reported chronic pain and was shown to 
have a greater effect when the patient chose the music (Garza-Villarreal et al., 2017). Although 
this study was not specific to elderly nursing home residents, it is reasonable to conclude that 
music could be a valuable NPPMI in the treatment of chronic pain in this population. 
 While the majority of the evidence surrounding the effectiveness of NPPMI to reduce 
chronic pain is not specific to nursing home residents, it is reasonable to conclude that these 
interventions could be effective in this population as well. Additional possible NPPMI include 
providing food, hydration, and toileting (Hurlow, 2019). Although there is little evidence on 
these interventions, they could possibly provide distraction, as well as relieve discomfort and 
pain associated with hunger, thirst, and constipation. The overall benefits and lack of significant 
risks of these strategies support their use in the elderly nursing home population.  
Lack of Use of NPPMI  
There is limited evidence surrounding the rates of use of NPPMI in United States nursing 
homes. This literature search only found two sources reporting such data (Jablonski & Ersek, 
2009; Reynolds, Lanson, DeVellis, Henderson, & Steinhauser, 2008). In a descriptive study of 
291 residents in 14 nursing homes, NPPMI was used with only 11% of residents in pain 
(Jablonski & Ersek, 2009). In a similar study conducted in six nursing homes in North Carolina, 
researchers found that only 7.1% of residents had orders for NPPMI (Reynolds et al., 2008). 





both studies used chart reviews to collect data which may have led to lower than actual rates 
since it is likely that NPPMI use is under-documented. 
 In a mixed-methods cross-sectional study conducted in Swiss nursing homes, registered 
nurses, licensed practical nurses, and CNAs completed a questionnaire pertaining to perceptions 
of barriers towards pain management (Brunkert, Simon, Ruppen, & Zuniga, 2020). Of the 192 
staff that responded to the survey, 61% identified lack of availability of nonpharmacological 
treatment, 53.6% identified lack of application of nonpharmacological treatment options, 51.1% 
identified residents’ reluctance to report pain, and 50.5% identified lack of time for 
comprehensive pain assessments as barriers to effective pain management (Brunkert et al., 
2020). In the same study, qualitative data collected from focus groups noted that NPPMI was 
seen as one of the staff’s central functions, but time pressure and lack of availability of the 
materials were reported as barriers to NPPMI use (Brunkert et al., 2020).  
 Carol Woods Retirement Community staff and residents also under-utilize NPPMI. In a 
stakeholder analysis conducted at CWRC in 2019 and discussed further in Chapter Four, it was 
found that CNAs often do not use NPPMI to help reduce residents’ pain because they are 
hesitant to do so without direct nursing oversight or explicit orders. CNAs reported that, although 
there are many NPPMI readily available at the site, they hesitate to use them for fear of harming 
the resident or retribution for acting without orders from the nurses. The global and local 
evidence both serve to support the statement that NPPMI are under-utilized.  
Clinical Recommendations 
The American Geriatrics Society (AGS) published a clinical practice guideline pertaining 
to the management of chronic pain in older persons that stated that nonpharmacologic 





part of care plans for patients with chronic pain (American Geriatrics Society, 1998). In this 
guideline, the AGS recommends incorporating NPPMI, such as patient and caregiver education, 
cognitive-behavioral, therapy, and exercise, but does not provide specific direction as to how to 
do so or how often to do so (American Geriatrics Society, 1998). The concept of using NPPMI in 
combination with pharmacologic options carried over to the 2013 clinical practice guideline 
published by the British Geriatrics Society recommending nonpharmacologic interventions in 
combination with medications (Abdulla et al., 2013). Specifically, this guideline recommends 
cognitive behavioral therapy, increasing activity per patient preference and ability, acupuncture, 
and massage therapy as effective NPPMI, though the authors note that the majority of the 
evidence for these therapies relies on small samples and pilot studies (Abdulla et al., 2013). 
More recently, the 2018 Consortium Pain Task Force White Paper was published 
concluding that NPPMI are safe and effective ways to manage pain and can reduce the need for 
opioids (Tick et al., 2018). Additional benefits of NPPMI include reduction in anxiety and 
depression, reduction in nausea and vomiting, and sleep facilitation (Tick et al., 2018). The 
safety and efficacy of NPPMI, along with the additional medical benefits and possibility of 
decreasing pain medication use, support the use of NPPMI in the care of patients with chronic 
pain.  
Previous Interventions Aimed at Increasing NPPMI Knowledge and Use 
 There is limited evidence surrounding previous quality improvement (QI) initiatives 
aimed at increasing the use of NPPMI. Most studies include NPPMI as a part of a larger pain 
intervention (including education and pharmacologic interventions), limiting the ability to 





improved resident outcomes. All interventions included education sessions as the primary 
intervention.  
 Six studies reported on NPPMI knowledge and rates of use of various NPPMI following 
education sessions (Baier et al., 2004; Hanson et al., 2005; Horner et al., 2005; Kalinowski et al., 
2015; Long, 2013; Tse, Vong & Ho, 2012). The studies focused on different types of NPPMI, 
but all described the target audience, education modality, content, and effectiveness of the 
education. 
In a quasi-experimental study aiming to evaluate a multifaceted intervention to improve 
pain management processes and outcomes in nursing homes with a target audience of CNAs and 
nurses, a quality improvement team from the nursing home led six in-person education sessions 
that consisted of one hour of didactic teaching about pain assessment and treatment options 
(including NPPMI and pharmacologic options) and one hour of discussion surrounding the 
teaching (Baier et al., 2004). In addition to the education sessions, this intervention included one-
on-one mentorship between a researcher with clinical experience and each nursing home to 
provide reinforcement following the sessions (Baier et al., 2004). A pre-post test design was used 
to measure outcomes, including percent of residents with pain, frequency of NPPMI use, and 
frequency of pain medication use (Baier et al., 2004). Following the intervention, the use of 
NPPMI increased 41.4% and the use of pain medication decreased 1.3% with the number of 
residents with pain decreasing 41.1% (Baier et al., 2004).  
In a pilot study aiming to test if a quality improvement intervention can improve pain 
management in nursing homes, nurses and CNAs were again the target audience (Horner et al., 
2005). The nurses and CNAs were involved two in-person education sessions, three online 





quality improvement experts (Horner et al., 2005). The five education sessions included content 
on pain assessment, NPPMI options, pharmacologic pain treatments, and the causes of pain in 
this pilot study (Horner et al., 2005). Following the intervention, the use of NPPMI increased 
from 31% to 42% for residents with pain, while pain medication use remained stable (Horner et 
al., 2005).  
The final study conducted with nurses and CNAs as the target audience included 
education surrounding pain assessment, NPPMI, and the causes of pain (Tse et al., 2012). In this 
randomized control trial, the researchers delivered eight in-person sessions focusing on pain 
assessment, a survey of knowledge and attitudes surrounding pain management, and use of 
NPPMI (Tse et al., 2012). These sessions were also recorded the sessions for future staff (Tse et 
al., 2012). This study did not include measurements of the frequency of NPPMI use, but instead 
focused on knowledge about NPPMI and pain (Tse et al., 2012). Following the intervention, 
scores on the Nurses’ Knowledge and Attitude Survey Regarding Pain increased from 8.46 to 
19.43, indicating increased knowledge surrounding these topics (Tse et al., 2012). 
In a quasi-experimental study aiming to examine if a quality improvement intervention in 
nursing homes improves pain management, the target audience involved multiple members of 
the interdisciplinary team, including the director of nursing, nurses, CNAs, social workers, a 
nurse practitioner, a physician assistant, a dietitian, and a chaplain (Hanson et al., 2005). In this 
study, one in-person education session was delivered by the researchers with the session 
recorded for future staff use (Hanson et al., 2005). Topics covered in this quasi-experimental 
study included NPPMI strategies and pain assessment (Hanson et al., 2005). Following the 
education session, the orders for NPPMI increased from 5% to 34% and the actual use of NPPMI 





target audience, researchers aimed to change pain management practices and improve resident 
outcomes through a pain education program (Long, 2013). There were five in-person education 
sessions conducted by the researchers that were also recorded as modules for later use (Long, 
2013). These sessions included information about pain assessment, NPPMI, and pharmacologic 
pain management strategies (Long, 2013). Following the education sessions in this pilot study, 
CNA knowledge about these topics increased from 58% to 65% (Long, 2013). 
In the final randomized control trial study, the single education session focusing on 
NPPMI methods, pain assessment, and pharmacologic pain management options was targeted for 
nurses alone (Kalinowski et al., 2015). Following the intervention, NPPMI use did increase from 
2% to 8.2%, but this result was not statistically significant (Kalinowski et al., 2015). 
 The studies included in this review showed increased prescription of NPPMI, use or 
knowledge regarding NPPMI, so, in that sense, the number of education sessions, mode of 
delivery, and person who delivers the education did not seem to be a factor. However, five of the 
studies included an online version of the training for staff who were unavailable, for 
reinforcement, or for future new staff. The only study that did not provide this mode of delivery 
was the single study that did not have a statistically significant increase in NPPMI use 
(Kalinowski et al., 2015). This supports the use of a combination of online and in-person 
education formats for NPPMI education. The content of the education in all included studies 
included pain assessment along with the NPPMI teaching. Including pain assessment education 
prior to NPPMI education could provide the background knowledge needed for staff to know 
when NPPMI are necessary. 
Overall, this evidence does support education sessions as interventions to increase 





studies did have positive outcomes in these areas. However, the literature does not provide great 
detail about the education content and modalities, such as examples of teaching materials, or 
specific information included in the education about individual NPPMI. This type of 
information, though missing from the evidence, would be useful in developing a new 
intervention. This evidence is limited by data collection being based on chart reviews for all 
studies that examined prescription and use of NPPMI. Using chart reviews for data collection 
could underreport (if actions are being done but not documented) or overreport (if actions are 
documented but not actually done). The evidence surrounding previous interventions about 
NPPMI is primarily based on education, and not standing orders, but the effectiveness of 
education can provide support for including NPPMI education along with standing order 
education within the project intervention.  
The role of Certified Nursing Assistants in NPPMI 
 CNAs are in a unique position to create change within nursing homes. They provide the 
most direct care to residents and are uniquely available to observe and identify pain (Liu, 2014). 
They have expert knowledge of the residents and their behavior, along with weaknesses in care 
within the organization (Abrahamson, Davila & Hountz, 2018). In one qualitative study, the 
CNAs perception of pain was based on familiarity with the residents rather than knowledge of 
the residents’ health conditions (Karlsson, Sidenvall, Bergh & Ernsth-Bravell, 2013). In a similar 
qualitative study, CNAs perceive that as their level of familiarity increases, they have an 
increasing ability to detect residents’ pain (Liu, 2014). Given CNAs familiarity with nursing 
home residents and involvement in direct care, they are an ideal staff group to be the focus of a 





 In a qualitative study of CNAs perceptions of pain in residents in nursing homes, CNAs 
reported that they tended to care for residents in a person-centered way which is sensitive and 
caring (Karlsson et al., 2013). Because of their familiarity with the residents, CNAs felt that they 
were better able to notice changes from the residents’ “normal” behavior (Karlsson et al., 2013). 
In a qualitative grounded theory study exploring CNAs’ understanding of pain in NH residents in 
two nursing homes, CNAs reported that they learned about  resident’s pain through 
communication and observation (Halifax, et al., 2018). For residents who were able to 
communicate, CNAs ask about the resident’s pain and listen to complaints of pain (Halifax et al., 
2018). For residents who are unable to communicate, CNAs reported that they focused on 
observing nonverbal signs of pain, such as body movements, changes in interpersonal 
interactions, changes in activity patterns, mental status changes, and gesturing (Halifax et al., 
2018). It is notable that CNAs feel they are able to detect nonverbal signs of pain (Dobbs, et al.,  
2014). Additionally, CNAs feel that they are able to differentiate between everyday pain and new 
reportable pain (Halifax et al., 2018).  
 In another qualitative study exploring the patters of communication between nursing 
home residents and CNAs, researchers analyzed content from focus groups of CNAs and 
concluded that CNAs do not feel that they let personal cultural beliefs keep them from reporting 
pain to nurses, an important observation given that wide variety of cultural beliefs regarding pain 
(Dobbs et al., 2014). In addition, CNAs with chronic pain felt that they were able to translate that 
experience into empathy for residents with chronic pain (Dobbs et al., 2014). However, they also 
understand that it is their responsibility to report pain to the nurses (Liu, 2014). The current 
evidence surrounding CNAs and pain management in nursing homes is primarily qualitative and 





literature supports the notion that CNAs feel confident in their familiarity with the residents and 
their ability to make a positive impact on their pain management.   
 The CNA familiarity with residents and their organizations makes them a great quality 
improvement resource to help identify where pain management quality gaps lie (Abrahamson et 
al., 2018). Involving CNAs in QI initiatives is crucial to success in this setting (Abrahamson et 
al., 2018). In a qualitative study focused on describing the role of CNAs in quality improvement 
projects in nursing homes, involving CNAs in quality improvement efforts resulted in the CNAs 
feeling more listened to and more empowered (Davila et al., 2016). CNAs identified teamwork, 
communication, and seeing positive results as facilitators in QI projects (Davila et al., 2016). 
Furthermore, CNAs qualitatively identified staff engagement, and their involvement in the 
planning process of QI projects, as increasing the likelihood of project success (Abrahamson et 
al., 2018). Lack of communication, time, or involvement in the planning process are possible 
barriers to QI success identified by CNAs (Davila et al., 2016). If CNAs are allowed to take an 
active role in planning and implementing QI projects in nursing homes, they are more likely to 
feel appreciated and needed and more likely to improve their knowledge and skills (Davila et al., 
2016). It is also likely that the organization as a whole will have a stronger sense of teamwork 
and better resident outcomes (Davila et al., 2016).  
 The literature suggests that CNAs feel that their familiarity with nursing home residents 
and involvement in their care make them able to identify pain and respond accordingly. This 
could suggest that CNAs are more equipped and willing to be involved in residents’ pain 
management than is often allowed in this setting. Additionally, the positive results seen when 






The Process of Change in CNAs NPPMI in Nursing Homes 
To design a project pertaining to CNAs adopting a new NPPMI program, it is important 
to include evidence surrounding the process of creating change within the specific CNA 
population in nursing homes. While literature is lacking surrounding the process of change in 
CNAs specifically related to pain management or standing orders, there is evidence pertaining to 
CNA change efforts using other types of interventions, such as dementia knowledge, feeding 
techniques, falls reduction, and more (Bonner, MacCulloch & Gardner, 2007; Chang, Wykle & 
Madigan, 2006; Rodriguez, Reinhardt, Spinner & Blake, 2018). Common strategies used to 
change CNAs knowledge or behavior in nursing homes are education, reinforcement, champions, 
and leadership involvement. 
Education Format 
 Education sessions, in the form of in-person classes, online modules, coaching and paper-
based handouts, were the primary means of delivering the information to CNAs in quality 
improvement projects (Irvine, Billow, Bourgeois & Seeley, 2012; Jordan et al., 2018; Rodriguez 
et al., 2018). In-person training sessions were often combined with video or paper-based 
handouts. For example, in a pilot study in which a training curriculum for pain assessment in the 
dementia population was developed for CNAs, a 35-minute face-to-face education session was 
combined with two video sessions and a pocket-card handout (Rodriguez et al., 2018). While 
67% of CNAs found the in-person education session and 77.8% of CNAs found the video 
sessions helpful, only 38.9% of CNAs found the paper-based pocket cards helpful in their 
learning (Rodriguez et al., 2018). This evidence supports the use of face-to-face sessions and 
video modules, but limits the support of paper-based materials, as they are likely to be lost or 





While it was uncommon for the education component to exclude face-to-face sessions, 
one quasi-experimental study focusing on developing a mental illness training program for 
CNAs provided five Internet-based modules and still resulted in significant CNA improvements 
in knowledge, attitudes, and self-efficacy through online assessments (p=0.003) (Irvine et al., 
2012). CNAs responded well to this online training, rating the training >6 on a 7-point Likert 
scale, with 1 being “not-at all” and 7 being “extremely positive”, for satisfaction, usability, and 
credibility (Irvine et al., 2012). Given the lack of further evidence for video-based interventions 
alone in relation to outcomes rather than opinion, the literature does not support this form of 
education without face-to-face sessions, despite the positive outcomes of this study. 
Individual coaching sessions were another common format of training education for 
CNAs. In a randomized control trial conducted with 17 CNAs in three nursing homes and 
focused on the feasibility of a coaching intervention for CNAs, the control and experimental 
groups of CNAs both received a 25-minute face-to-face training session, but the experimental 
group also received a subsequent coaching session (Jordan et al., 2018). Among the experimental 
group, the CNAs rated overall satisfaction with the coaching intervention with 4.89 and the 
overall value of the coaching intervention with 5.0 on a 5-point Likert scale, with 1 being the 
lowest and 5 being the highest satisfaction (Jordan et al., 2018). This suggests high levels of 
satisfaction with the coaching format of education, but the study did not provide data or 
conclusions about actual improvement in CNA care or knowledge following this intervention 
which limits the support for this format of education. 
Timing of Education 
 The timing of the education interventions, regardless of education format, is another 





found in the literature provided education during work hours and either at change of shifts, 
during staff breaks, or during shifts with staff available to cover necessary patient care (Bonner 
et al., 2007; Chang et al., 2006; Levy-Storms, Harris & Chen, 2016; Parks, Haines, Foreman, 
McKinstry & Maxwell, 2005; Slaughter & Estabrooks, 2013). In one pilot study aiming to 
improve knowledge and attitudes of CNAs on end-of-life issues, five education sessions were 
offered at 2:30 P.M., the time of change of shift at the nursing home, and offered twice in 
consecutive weeks to increase participation (Parks et al., 2005). However, despite these efforts, 
only 55% of CNAs attended three or more of the education sessions, suggesting that either the 
timing of the sessions or the number of sessions were not feasible for CNAs to complete (Parks 
et al., 2005). In another pilot study, a single 15-minute education session about a resident sit-to-
stand activity was completed at change of shift times for the nursing home but was repeated eight 
times in order to reach the majority of CNAs (Slaughter & Estabrooks, 2013). All of the CNAs 
recruited to participate in this study completed the education training session (Slaughter & 
Estabrooks, 2013). While it cannot be concluded that the 100% completion rate in this study was 
due to the timing of the sessions or the short duration of the session, it is reasonable to conclude 
that both were factors in the perfect attendance rate. 
 Other studies used staff coverage to be able to provide education during CNA shifts, 
rather than at shift change. In a quasi-experimental study testing the impact of a CNA feeding 
skills training program, two identical 90-minute classes were taught on the same day, which 
allowed half of the CNAs to participate in the first session while the other half covered the 
resident care, and then vice versa (Chang et al., 2006). However, only 64.5% of CNAs 
participated in the training (Chang et al., 2006). In a pilot study aimed at evaluating the 





researcher in assigning time slots for a 40-minute in-service so that appropriate coverage of 
resident assignments were arranged and identical sessions were offered twice in each shift 
(Bonner et al., 2007). Using this strategy still only resulted in 44% of the available CNA staff 
completing the training (Bonner et al., 2007). These low rates of training completion do not 
support the use of staff coverage to attempt to reach the maximum number of CNA staff.  
 The last means of timing education sessions with the goal of reaching the maximum 
number of CNA staff members was to include the training along with additional yearly 
education. In a pilot study aimed at improving CNAs therapeutic communication techniques for 
relaxing agitated nursing home residents, four identical education sessions were conducted with 
regularly scheduled trainings (Levy-Storms et al., 2016). Of the 19 CNAs who consented to 
participate in the study, 84% completed this training (Levy-Storms et al., 2016).  
Overall, there is largely inconclusive evidence based on primarily pilot studies to support 
timing CNA education sessions in a specific way. The evidence supports shorter education 
sessions offered during change of shift times or with regularly scheduled trainings, rather than 
relying on coverage for CNAs to complete trainings during their shifts. The overall low CNA 
completion rates of education sessions supports the need for multiple identical trainings. 
Conducting training to change practice within this group is challenging due to the nature of their 
busy shifts and their involvement in direct resident care.  
Reinforcement 
 Continued reinforcement of the education material following the intervention 
implementation can be important to ensure program success. Several methods of reinforcement 
have been attempted in previous research, including reminders at staff huddles, paper-based 





et al., 2007; Buhr & White, 2006; Jordan et al., 2018; Rodriguez et al., 2018; Slaughter & 
Estabrooks, 2013).   
 In a pilot study that focused on a fall prevention training program for CNAs weekly 
meetings during staff huddles allowed the researcher to provide education reinforcement and 
receive feedback on the project progress (Bonner et al., 2007). The goal of these huddles was to 
ensure program sustainability following completion of the intervention (Bonner et al., 2007). 
When falls rates declined from 16.1% to 9% at 6-month follow up, site leadership wrote these 
huddles into the falls policy at the site due to the positive results (Bonner et al., 2007). In another 
study, the charge nurse reinforced pain assessment training for CNAs at shift change huddles 
during the implementation period, which further encouraged CNA participation in the 
intervention (Rodriguez et al., 2018). 
 In previous CNA change interventions, coaching sessions, one-on-one training sessions 
between a researcher and a CNA aimed at providing personalized feedback on performance, 
were additional means to reinforce interventions (Barbosa et al., 2007; Jordan et al., 2018). In a 
quasi-experimental study exploring facilitators and barriers of implementation of a psycho-
educational intervention for CNAs in nursing homes, three days of individual coaching sessions 
were provided to CNAs following initial education, which CNA participants deemed as “crucial” 
to their success in qualitative post-intervention interviews (Barbosa et al., 2017). In an additional 
pilot study exploring the feasibility of CNA coaching sessions after the initial implementation 
the investigator offered two additional coaching sessions over a four-week period to provide 
further reinforcement of the education material (Jordan et al., 2018). CNAs rated the overall 
value of these coaching interventions highly (Jordan et al., 2018). While these positive results 





provide evidence to support the link between coaching sessions and changes in CNA care of 
residents.  
 Paper-based strategies, in the form of stickers, posters, and pocket cards, were also used 
as reinforcement techniques in previous studies (Buhr & White, 2006; Slaughter & Estabrooks, 
2013). Stickers were distributed to CNAs and posters with education material were displayed 
following initial education in a pilot study focused on assessing the effect of CNA education on a 
sit-to-stand resident activity (Slaughter & Estabrooks, 2013). These paper education materials 
were distributed late in the study with education that researchers found needed to be reinforced 
based on an audit, but specific results related to CNA views of these materials or their impact on 
final results were not reported (Slaughter & Estabrooks, 2013). Pocket cards were distributed to 
CNAs with information about chronic pain in a pilot study aiming to improve chronic pain 
management in nursing homes, but, again, results related to these pocket cards were not reported 
(Buhr & White, 2006).  
 Many of the studies focused on creating change in the CNA population did not include 
methods of long-term reinforcement, but the authors note that this was likely a factor that limited 
the success of the interventions (Chang et al., 2006). For example, although one study used shift 
change huddles to reinforce the information taught in the education sessions, the authors note 
that reinforcement of training goals in the months and years following implementation is 
important for sustainability, but very labor intensive (Rodriguez et al., 2018). While 
reinforcement techniques are common among quality improvement projects aimed at creating 
change in CNAs, there is limited evidence to suggest that one method is more valuable than 
another, or that these reinforcement techniques are directly tied to positive results. Theoretically, 





literature that consists of primarily small pilot studies provides limited evidence to support this 
need.  
Champions 
 The use of champions, individuals or teams responsible for driving change within an 
organization, is common across many types of quality improvement projects, but can also be 
useful in creating change in CNAs (Low et al., 2015). In a retrospective qualitative study 
describing how a CNA-led quality improvement programs were implemented in nursing homes, 
focus groups were formed to determine common themes among CNA-led quality improvement 
projects in nursing homes (Ginsburg et al., 2018). CNAs identified that “quality advisors,” an 
alternate term to the traditional “champion,” were able to listen to teams, help them problem 
solve, and help them feel empowered throughout the change process (Ginsburg et al., 2018). 
Additionally, these quality advisors were able to explain quality improvement techniques to the 
CNAs to help them further understand the change process (Ginsburg et al., 2018).  
 In a pilot study evaluating a fall prevention program for CNAs, four CNA champions 
were identified and given peer leadership training (Bonner et al., 2007). Importantly, a CNA 
champion was identified from each unit so that every clinical area had an identified leader who 
also represented the area at weekly fall prevention meetings (Bonner et al., 2007). Five CNA 
champions were also identified as project champions in a pilot study aimed to evaluate CNA 
intentional rounding (Jenko, Panjwani, & Buck, 2019). In Bonner et al. (2007), champions were 
found to enhance surveillance efforts, while in the Jenko study, the champions provided 
encouragement and guidance for their coworkers during implementation. In both of these studies, 
the champions were identified by nursing home leadership based on their job performance and 





positive feelings about an intervention and may be useful in future projects surrounding behavior 
change among CNAs.  
Leadership Involvement 
 Leadership involvement is another common factor in projects related to quality 
improvement within the CNA population. Focus groups of CNAs in a qualitative study 
describing how CNA-led quality improvement programs were implemented have identified that 
leadership can been seen to remove or create barriers that either enable or hinder the progress of 
a project, as noted in a retrospective qualitative study (Ginsburg et al., 2018). The CNA 
participants also noted that the most important functions of leadership to them were creating buy 
in, asserting authority to get tasks done, keeping teams on track, and managing conflicts that may 
arise (Ginsburg et al., 2018). These focus groups revealed that the CNAs acknowledged that 
leadership support is crucial in engaging CNAs who may be resistant to the change effort 
(Ginsburg et al., 2018).   
 Strong support by the administration was viewed as critical to the success and 
sustainability by the researcher in a pilot study evaluating the effectiveness of a fall prevention 
training program in a nursing home (Bonner et al.., 2007). In another quasi-experimental study 
aimed at exploring the facilitators and barriers of implementing a psycho-educational 
intervention, CNAs identified managers as an essential source of ongoing advice and guidance in 
focus-group interviews (Barbosa et al., 2017). In a pilot study based on focus groups, CNAs 
identified managerial support as important for staff to experience the benefits of change practices 
and for staff to feel on-the-job support (Gagnon, Hadjistavropoulos, & Williams, 2013). Within 





as important facilitators of change and providers of support. Involving leadership in change 
efforts allows CNAs to feel supported throughout quality improvement projects. 
Staff Turnover 
 Staff turnover is a common organizational barrier to the effectiveness of interventions 
aimed at creating change within the CNA population because it leads to the continuous need to 
train new staff (Hobday, Savik, Smith, & Gaugler, 2010). CNA turnover rates in nursing homes 
range from 40 to 75% (Parks et al., 2005). Such turnover, whether within the CNA population or 
leadership, can affect both project implementation and project evaluation (Morgan & Konrad, 
2008). In a review of six pilot quality improvement initiatives in nursing homes, researchers 
noted that staff turnover make the formation of quality improvement teams more difficult, 
making it less likely that quality improvement goals of the team will be completed (Kissam et al., 
2003). It is important to take into account staff turnover when evaluating outcomes, as turnover 
may account for perceived lack of intervention effectiveness if staff that are trained on a quality 
improvement initiative leave and the untrained staff that replace them are considered in the 
project evaluation (Molinari et al., 2017).  
Leadership turnover also negatively effects quality improvement initiatives because it can 
lead to loss of support for the projects (Morgan & Konrad, 2008). In one quasi-experimental 
study where researchers evaluated a workforce development program for CNAs in nursing 
homes, the majority of nursing home sites that dropped out of the study did so because of 
leadership turnover (Morgan & Konrad, 2008).  
Involving CNAs in professional development, including quality improvement projects 
and continuing education, can improve overall job satisfaction and reduce staff turnover rates 





evaluating a CNA communication skills program, CNA turnover rates declined in six months 
following implementation, possibly due to focusing on CNAs as primary stakeholders 
(McCallion et al., 1999). In addition to involvement in quality improvement projects, a culture of 
openness from the nursing home to research and administrative support are inversely correlate to 
CNA turnover rates (Tsai et al., 2018). Staff turnover is a potential barrier to implementation of 
quality improvement projects in nursing homes, but, if turnover rates are closely monitored and 
new staff are trained on the initiative, negative effects can potentially be minimized.  
Standing Orders 
Standing orders are written protocols that allow certain members of the health care team 
to complete clinical tasks without a clinician order (Leubner & Wild, 2018). If carefully designed 
and continuously revised, standing orders can help ensure that routine patient needs are met 
quickly while making sure that the patients are up to date on their recommended care and 
monitoring (Leubner & Wild, 2018). Standing orders are a systematic way to create change in 
nursing homes because they can help redistribute the provider workload, improve efficiency, and 
ensure continuity of care (Leubner & Wild, 2018). In order to have effective implementation it is 
important to complete the following steps: garner support from leadership and staff, selecting 
standing orders, cultivating ownership, and writing the standing orders (Leubner & Wild, 2018). 
Standing orders will be most effective if front-line staff are able to review, ask questions, and 
identify potential consequences during their creation (Leubner & Wild, 2018). After 
implementation, periodically reassessing and maintaining standing orders is necessary to ensure 
validity and relevancy (Leubner & Wild, 2018). Standing orders could be a systematic means of 





In previous studies in nursing homes, standing orders have been used for nutrition 
management, foot care, bowel management, and vaccination administration (Bardenheier et al., 
2005; Buhr & White, 2006; Funnel & Herman, 1995). In one qualitative study describing 
diabetes care policies in Michigan nursing homes, standing orders were available for nutrition 
and foot care (Funnel & Herman, 1995). These orders included checking trays for missed meals, 
resulting in 100% of patient records including documentation regarding missed meals in 12 of 
the 14 nursing homes that used the standing orders (Funnel & Herman, 1995). In the same study, 
standing orders were also available for foot care for residents, resulting in documentation for foot 
care given to all residents in the six nursing homes with standing orders available (Funnel & 
Herman, 1995). In a pilot study aimed at improving the management of chronic pain in nursing 
home residents, standing orders for the monitoring and management of bowel elimination were 
included to help reduce the side effects of pain medications, but the direct result of these 
standing orders was not reported (Buhr & White, 2006). Lastly, in a randomized control trial 
examining the effect of influenza and pneumococcal vaccine standing orders in nursing homes, 
20% and 28% of the participating treatment group facilities had at least a 10 percentage-point 
increase in influenza and pneumococcal vaccine rates, respectively (Bardenheier et al., 2005). Of 
note, all of the mentioned studies included standing orders for use by nurses and not by CNAs, 
but the evidence does suggest a familiarity with the concept of standing orders in the nursing 
home setting.  
 There is limited evidence surrounding nonpharmacologic standing orders sets and 
standing orders developed for CNA use in nursing homes. In one pilot study aimed at improving 
pain assessment and management of chronic pain in nursing homes, standing orders were 





exercise (Buhr & White, 2006). However, these NPPMI standing orders were not the primary 
focus of the intervention and it was only used by nurses, resulting in no improvement in the 
NPPMI use rates (Buhr & White, 2006). Previous pharmacologic order sets for registered nurses’ 
use have been shown to improve pain outcomes for nursing home residents, especially in those 
with cognitive impairment, and may provide support for incorporating standing orders into pain 
management practices (Kaasalainen et al., 2016; Tousignant-Laflamme et al., 2012). While 
standing orders have been an effective means of creating change and improving resident 
outcomes in nursing homes, they have rarely been used for NPPMI or with CNAs as the target 
users. However, the success of interventions using standing orders in the nursing home 
population does suggest that NPPMI standing orders could be successful in improving pain 
management for residents.  
Limitations and Recommendations 
 Overall, there is a limited body of evidence surrounding the use of NPPMI in nursing 
homes and the use of standing orders sets by CNAs to assist with the use of NPPMI for nursing 
home residents experiencing pain. However, there is evidence surrounding the important role of 
the CNA in residents’ pain management plan and CNA involvement in quality improvement 
projects in the nursing home setting. While the value of CNAs in the nursing home setting has 
been clearly defined, research aimed at this population is lacking. 
Summary 
This literature review served to support the use of standing orders for CNA use in a 
nursing home to increase the use of NPPMI and more optimally control chronic pain. Despite 
evidence that NPPMI are effective and evidence-based recommendations advising incorporation 





Previous interventions aimed at increasing NPPMI use in nursing homes have focused on 
education of care providers and residents. CNAs are in a unique position to create change in the 
nursing home setting but are underused in QI projects. In order to create change using this 
population, the evidence suggests incorporating project site representation and delivering the 
project product to CNAs using multiple methods and at multiple points in time. Lastly, there is 
evidence to suggest that standing orders can be a valuable tool in increasing uptake of an 
intervention in the nursing home setting. This literature review supports the use of 








CHAPTER 3: CONCEPTUAL AND THEORETICAL FRAMEWORK 
Lewin’s Change Theory (LCT) is an explanatory theory which has become a basis on 
which change management has been developed (Cummings, Bridgman & Brown, 2016). Kurt 
Lewin developed the theory in the context of social psychology to explain organizational change 
(Burnes & Cooke, 2012). However, he also drew on field theory in physics as a framework for 
identifying forces that affect a situation (Shirey, 2013). Lewin focused on changing behaviors of 
humans or groups within their psychological or social situation (Burnes & Cooke, 2012). This 
theory has been used extensively in nursing since its original development and is useful in 
explaining change behaviors, along with potential facilitators and barriers to change, within 
individuals and organizations (Brunes & Cooke, 2012).  
LCT explains organizational change in stages and organizational change resistance 
(Kaminski, 2011). This process involves three main steps: unfreezing, changing or moving, and 
refreezing (Kaminski, 2011). LCT also involves three main concepts that are applied throughout 
the change process and affect the outcome of the change effort: driving forces, restraining forces, 
and equilibrium. Driving forces are those that initiate a change and keep it going (Kaminski, 
2011). Restraining forces restrict or decrease the driving forces and make it more difficult to 
move a change forward (Kaminski, 2011). Equilibrium is the status quo or current environment 
and is reached when the sum of driving forces equals the sum of the restraining forces 
(Kaminski, 2011). Change occurs when driving forces are increased, restraining forces are 






Unfreezing is when there is a desire for change or there is recognition that change is 
needed (Kaminski, 2011). The change agent, the leader of the change effort, recognizes the 
problem or need for change and influences others to see that need (Shirey, 2013). For this change 
to happen, equilibrium must be upset during this stage by either increasing driving forces, 
decreasing restraining forces, or through a combination of both (Kaminski, 2011). 
Changing 
Changing involves moving to a new way of being with a detailed action plan (Shirey, 
2013). This change could occur within thoughts, feelings, or behaviors (Kaminski, 2011). During 
the changing or moving stage, the driving forces prevail and the restraining forces decrease 
resulting in a change in behavior of an individual or organization (Manchester et al., 2014). 
Refreezing 
Refreezing is the idea of establishing the new change as the new norm (Shirey, 2013). If 
the system fails to acknowledge the normality of the new behaviors, the change will likely revert 
back to the initial behaviors (Manchester et al., 2014). During refreezing, a new equilibrium is 
established as the driving and restraining forces become balanced once again (Kaminski, 2011).  
Applying Lewin’s Change Theory to Doctor of Nursing Practice (DNP) Project 
 When applying LCT to this Doctor of Nursing Practice (DNP) project, it is clear that the 
project site leadership had already entered into the unfreezing stage. There were already monthly 
pain meetings set up to discuss the problem of interest and the team had already implemented 
previous projects related to pain management. Additionally, through a stakeholder analysis that 
will be discussed further in the next chapter, staff at the site had already identified the need for 





that standing orders would provide them with the scope of practice coverage and confidence to 
be able to implement nonpharmacologic pain management interventions. Gathering stakeholder 
input on the project plan and implementation process can easily occur at the monthly pain 
meetings. Lastly, driving and restraining forces must be analyzed prior to implementing the 
change (Kristonis & Hills, 2005). Possible driving forces included the supportive stakeholders 
and leadership at CWRC, the existing options for NPPMI available at CWRC, and the 
willingness of the staff at CWRC to embrace change. Possible restraining forces included the 
increased workload for CNAs, the time needed to complete NPPMI during a shift, and the 
communication between nurses and CNAs. Further driving and restraining forces may be 
discussed at the monthly pain meetings prior to the DNP project implementation. 
 The changing stage aligns with the DNP project implementation, including the 
completion of the education for CNAs surrounding the intervention and the initiation of the use 
of the standing orders. During the changing stage, employee involvement was crucial to 
overcome resistance and lead to positive feelings (Hussain, Akram, Haider, Hussain, & Ali, 
2016). Identifying CNA champions may assist in ensuring frontline staff are appropriately 
involved during this stage. Knowledge sharing during the change stage is crucial for 
sustainability (Hussain et al., 2016). The monthly pain meetings along with direct observation 
and feedback may increase knowledge sharing during this stage. 
 Lastly, the refreezing stage of LCT assists with sustainability. Chart reviews, stakeholder 
interviews, and direct observation may indicate the need for changes to the standing order set or 
need for re-education sessions to ensure uptake of the intervention. Reinforcements can increase 
the likelihood of sustainability (Manchester et al., 2014). This stage was crucial to ensure the 






 The Plan-Do-Study-Act (PDSA) cycle is a method used to drive quality improvement 
methods and serves as a tool in developing effective systems change interventions (Taylor et al., 
2014). Walter Shewhard and Edward Deming developed this process with origins in industry 
(Taylor et al., 2014). This process promotes the use of small-scale approaches to test 
interventions which allows for quick feedback, learning, and adaptation of the interventions to 
help ensure that the change is leading towards the designed solution (Taylor et al., 2014). PDSA 
involves a four-stage cyclic learning approach: plan, do, study, and act (Taylor et al., 2014).  
Plan 
The “plan” stage involves planning a change aimed at quality improvement (Deming, 
1986). In Langley’s adaptation of PDSA for use in healthcare contexts, he further described the 
steps of the “plan” stage to include identifying an objective, identifying questions and 
predictions, and determining the plan to carry out the cycle (Langley et al., 1996). The “plan” 
stage of this project is currently in process. The stakeholder analysis previously mentioned and 
further discussed in the next chapter assists in creating the plan for change. This stage involves 
identifying objectives, along with questions or predictions (Langley et al., 1996). The objectives 
of this project align with the purpose: to increase the use of nonpharmacologic pain interventions 
at CWRC by implementing a nonpharmacologic pain intervention that includes standing orders 
for CNA use. The development of the project plan and project materials, along with examining 
potential barriers to implementation and means to minimize them, are also crucial in this stage. 
Do 
The “do” stage involves carrying out the change or test and is expected to be on a small 





documenting problems and unexpected observation, and beginning data analysis (Langley et al., 
1996). The “do” stage of this project will involve delivering the product and monitoring the 
progress. 
Study 
 The “study” stage involves examining the results to determine what was learned and what 
problems need to be corrected (Deming, 1986). In the healthcare setting, completing the data 
analysis, comparing the data to predictions, and summarizing what was learned are all parts of 
this stage (Langley et al., 1996). The “study” stage will include monitoring the change process 
and receiving feedback, including feedback on location of supplies, format and location of 
education and handouts, and feasibility of the intervention. This feedback will be used to 
determine any changes that need to be made to the intervention or education. 
Act 
 The “act” stage includes either adopting the change if the change was successful, 
abandoning it if it was completely unsuccessful, or running the change through the cycle again 
(Deming, 1986). In healthcare, determining what changes need to be made to the change or 
intervention and what the next cycle will entail are important steps during this stage (Langley et 
al., 1996). If the leader of the project determines that the change should be run through the PDSA 
cycle again, the cycle starts again with the “plan” stage as the changes to the first cycle are 
incorporated (Taylor et al., 2014). Making necessary changes to the intervention will occur in the 
“act” stage. Lewin’s change theory will guide the overall process involved in this DNP project, 







CHAPTER 4: DOCTOR OF NURSING PRACTICE (DNP) PROJECT PLAN 
 The aim of this Doctor of Nursing Practice (DNP) project was to increase use of NPPMI 
through implementation of a nonpharmacologic standing orders set for CNA use in assisted and 
skilled nursing units at CWRC. This quality improvement project was a continuation of previous 
efforts and projects aimed at optimizing pain control in long-term care settings. This project 
resulted from previous DNP and MSN projects, outlined below, and was a continuation of the 
ongoing collaboration between CWRC and the University of North Carolina at Chapel Hill 
School of Nursing (UNC-CH SON). As part of this collaboration, the existing pain team meets 
monthly and aims to improve pain control for residents at CWRC, allowing for a model of 
continuous quality improvement. 
Team Structure 
 The CWRC monthly pain team meetings are key times to promote leadership buy-in to 
the project, discuss the project plan and implementation, and to gather feedback as the project 
progresses. CWRC representation includes the Vice President of Well-Being, the Director of 
Nursing, a Nursing Coordinator (Nurse Manager), two Resident Life Coordinators (CNA 
Managers), and a Nurse Practitioner. UNC-CH SON representation includes UNC-CH SON 
faculty and UNC-CH SON graduate and undergraduate students. The pain team was a critical 






Previous DNP Projects 
This DNP project was the third PDSA cycle in the larger chronic pain management effort 
at Carol Woods Retirement Community (CWRC). PDSA cycle 1, conducted by previous DNP 
student Jingqen Hua, involved the development and implementation of a pain management 
algorithm at CWRC (Hua, 2018). PDSA cycle 2, conducted by previous DNP student Heather 
Johnson, focused on sustaining the pain management quality improvement project through an 
electronic health record transition at CWRC (Johnson, 2019). This project was PDSA cycle 3 
and a continuation of the previous quality improvement work related to pain management at 
CWRC. 
 Jingwen Hua (PDSA cycle 1) implemented an evidence-based pain assessment algorithm 
in order to optimize chronic pain management in the nursing home setting (Hua, 2018). She 
implemented face-to-face and online training surrounding the algorithm and conducted chart 
reviews and direct observation of nursing shift change (Hua, 2018. While quantitative survey 
data did not indicate an improvement in nurses’ knowledge and attitude scores or pain 
documentation, there were qualitative improvements in completeness of pain documentation 
(Hua, 2018). 
 Heather Johnson (PDSA cycle 2) completed her DNP project as a continuation of the 
CWRC and UNC-SON partnership. This project aimed to sustain quality improvements in pain 
management during an electronic health record (EHR) transition (Johnson, 2019). Edits were 
made to the original pain algorithm to appropriately incorporate the electronic health record. 
Following implementation, overall documentation rates and documentation quality of nursing 





project serves as a continuation of the previous pain management quality improvement 
interventions at this site. The staff will continue to use the pain management algorithm and EHR 
documentation during the current project. 
Stakeholder Analysis 
The stakeholder analysis was completed by Shannon Vannasane and Taylor Mihok as 
part of their Master of Science in Nursing (MSN) practicum. A total of 79 participants 
contributed to the stakeholder analysis through 23 individual interviews and 19 group interviews. 
Stakeholders included 42 Resident Life Specialists (RLSs), 9 Med Techs, 24 Registered Nurses 
(RNs), and 4 Licensed Practical Nurses (LPNs). Staff from all shifts were represented. The RLSs 
are equivalent to CNAs. The goal of the stakeholder analysis was to determine roles, attitudes, 
and actions surrounding chronic pain, as well as assess the use and barriers to use of 
nonpharmacologic pain interventions. The stakeholder interviews were analyzed for themes with 
special attention given to the similarities and/or differences in RLS and Med Tech/RN/LPN 
responses. The major themes pertinent to this project are summarized below.  
Simple interventions. 
 Staff identified many simple interventions that they classified as nonpharmacologic pain 
interventions. These identified simple interventions included repositioning, ambulation, 
conversation, bathing, assist to bathroom, and environmental changes such as lighting, 
temperature or noise. Additional nonpharmacologic pain interventions identified as available to 
staff were pet therapy, massage, heat packs, ice packs, breathing techniques, and music. 







Teamwork and collaboration. 
 Teamwork in relation to improved pain management for residents was a common theme 
identified by staff. There was a view that when RLSs, Med Techs, LPNs, and RNs work together 
and communicate clearly, the residents’ pain was better controlled. Staff sees pain control 
depending on the ability to have the slack to be able to spend time with the residents. Staff felt 
that teamwork allows the simple interventions to be effective and for pharmacologic pain 
management to be used less frequently. The overall perception of teamwork at Carol Woods 
Retirement Community (CWRC) was strong. 
RLS Role in nonpharmacologic pain management. 
 It was commonly identified that RLSs were the first to notice the residents’ pain. There 
were two polar views of the RLSs role in pain management: some felt that they could not initiate 
any nonpharmacologic intervention without the direction of the RN/LPN and some felt that they 
could initiate the interventions and the resident’s response and then report back to the RN/LPN. 
Some RLS felt that they could assess pain while others felt that assessing was only part of the 
RN/LPN role. The stakeholders’ responses indicated a need for further education surrounding the 
RLS scope of practice with regards to pain monitoring and interventions. The idea of an order set 
of nonpharmacologic pain interventions for RLS use was mentioned by both RNs/LPNs and 
RLSs to help promote the autonomy of the RLS and the ability of the RLS to practice at their full 
scope. 
Barriers to effective pain management. 
 There were several barriers to effective resident pain management identified by 
stakeholders. First, the RLSs felt fear of implementing pain interventions without first consulting 





views of the role of the RLS in pain monitoring and interventions lead to confusion within the 
staff. 
Next, staff identified a lack of knowledge surrounding nonpharmacologic treatment 
options available and the use of specific devices, such as aromatherapy. Lack of time and 
resources due to workload during shifts was noted. Additionally, resource availability on nights 
and weekends was mentioned, as there could be less access to resources, such as physical and 
occupational therapy as well as Life Enrichment Specialists, on these shifts.  
 Lastly, cognitively impaired, confused, and/or violent residents were mentioned often as 
a major barrier to using nonpharmacologic pain interventions. Staff expressed fear that these 
interventions will make these residents more confused or violent and that the intervention may 
do more harm than good. Staff felt uncertain about using nonpharmacologic pain interventions 
with these types of residents.  
Fall 2019 Skills Fair 
 As determined by recommendations from the previous DNP project conducted by 
Heather Johnson, formal training in pain monitoring was necessary for CNAs at this site. CNA 
engagement is critical in changing pain management practices at CWRC. The previously 
mentioned pain algorithm was adapted to include and engage CNAs (Appendix A). Education 
included the effects of uncontrolled pain, how to navigate the pain algorithm, pain monitoring, 
pain documentation, and communication of pain to the nurses (Appendix B). The pain scales 
included in this training were the numeric rating scale (NRS) and the pain assessment in 
advanced dementia (PAINAD). 
This material was presented in the form of a narrated PowerPoint video, handout, and 





education module was uploaded on Relias for future staff education. Following this education, 
CNAs were integrated into CWRC pain management practices, including monitoring residents 
for pain, documenting pain scores, and communicating pain to the nurse. 
Project Design 
Following the completion of PDSA cycles 1 and 2 described above, the stakeholder 
analysis revealed that NPPMI were being underutilized because CNAs were uncomfortable 
implementing these interventions without specific nursing instruction or orders. This DNP 
project, conducted by DNP student Katelyn Linker, involved creating a nonpharmacologic pain 
intervention standing order set specifically for CNA use. Staff education occurred via an online 
Relias module that was required for staff, followed by support and revisions to the order set and 
education materials by the DNP student based on staff feedback. The existing structures for May 
and October skills fairs at CWRC were initially ideal settings for staff education and evaluation, 
but the skills fairs were canceled in 2020 due to the COVID-19 pandemic and the education 
format was changed to online. The DNP student also monitored staff turnover and need for new 
staff education surrounding pain management and the standing orders.  
Setting 
 This DNP project took place at CWRC, a continuing care retirement community in 
Chapel Hill, North Carolina. The nonpharmacologic standing orders set was implemented in 
assisted living and skilled nursing units in buildings 4, 5, 6, and 7 on the CWRC campus. 
Timeline 
July 2020 – Finalize Intervention Materials, Order Supplies 
• Finalize development of standing order set and staff education materials. 
• Order supplies and deliver to Carol Woods. 






• Discuss final feedback prior to implementation from CW Pain Team at monthly CW Pain 
Team meeting. 
August 2020 – Implementation 
• Collect pre-test data surrounding nonpharmacologic pain management attitudes and 
knowledge via Qualtrics survey. 
• Educate nursing assistants and nurses about nonpharmacologic pain management 
standing order set via Relias module. 
• Discuss training and immediate feedback surrounding intervention and education with 
CW Pain Team at monthly CW Pain Team meeting 
September 2020 – Implementation, Support 
• DNP and MSN students provide support to staff during implementation of standing order 
set via email and phone. 
• Discuss continued feedback related to project implementation at the CW Pain Team 
monthly meeting. 
October 2020 – Chart Reviews, Post-Test Collection, Qualitative Data Collection 
• Collect post-test data surrounding nonpharmacologic pain management attitudes and 
knowledge via Qualtrics survey. 
• Collect qualitative data surrounding barriers, facilitators, and physical location of 
supplies to applying nonpharmacologic options, education handout and using order set 
via Qualtrics survey. 
• Collect training evaluation surveys via Qualtrics survey. 
• Present findings from qualitative interviews, chart reviews, and feedback from staff to the 
CW Pain Team at monthly CW Pain Team meeting. 
November 2020 – Standing Order Set and Training Revisions, Support, Future Needs 
• Revise standing order set and training materials, as needed. 
o Revise standing order set as necessary based on feedback from staff. 
o Make necessary changes to physical location of supplies based on feedback from 
staff. 
• Continue to provide support to staff through CNA champions via phone/email. 
• Discuss results of project, order set and training revisions, and future needs with CW 
leadership at the CW Pain Team meeting. 
 
Participants 
 All CNAs working in buildings 4, 5, 6, and 7 were eligible for training on the 
nonpharmacologic standing orders set. Nurses working in these buildings also received the 
training so that they were educated on the standing orders set and aware of the role of the CNA 
in the pain management process. Education and training occurred in August 2020 via a Relias 
recorded PowerPoint module. All participation in qualitative interviews was voluntary. No data 






 The PDSA cycle guided the methods of this project and was primarily conducted by the 
DNP student Katelyn Linker (KL). During the “plan” stage of PDSA cycle 3, KL became 
familiar with the setting through attending pain team meetings, participation in the October 2019 
skills fair, and two clinical rotations to consist of a total of 100 clinical hours. Subjective data 
was initially planned to be collected through a one-week of on-site observation period with the 
aim of collecting data from all three shifts and to include weekend shifts. However, the need to 
prioritize resident safety through infection prevention protocols during the COVID 19 pandemic 
limited KL’s ability to be on site during this time.  
The standing orders set was developed with the input of the pain team (Appendix C). 
Education and training content were developed by KL, and education and training materials 
(PowerPoint presentation, recorded video PowerPoint presentation and handout) were developed 
by Hannah Hauck, a bachelor of science in nursing (BSN) student at UNC-CH SON, as part of 
her BSN Honors project and edited by the DNP student. The education PowerPoint is provided 
in Appendix D and the education handout is provided in Appendix E. KL developed a standing 
order documentation form, provided in Appendix F, that CNAs and nurses used to document 
residents’ pain, standing orders used, residents’ response, and nurses notified. With assistance in 
selection of CNAs from the CWRC Pain Team, KL trained CNA pain champions to assist in 
answering staff questions, to promote the project, and to act as a liaison between KL and the 
CNA population at CWRC.  
 The recorded Relias module became available to staff in on September 14, 2020 to begin 
the “do” phase of PDSA cycle 3. KL was available for questions and assistance via email, phone 





pain management attitudes and knowledge questionnaire prior to completing the training. This 
questionnaire was developed by Maggie Swerlick, a Master of Science in Nursing (MSN) 
student, as part of her Master’s project with the content needed to be covered in this 
questionnaire provided by KL. The questionnaire was delivered in the form of a Qualtrics survey 
and was open from August 18, 2020 through September 1, 2020. Each staff member had an 
identifier consisting of the first two letters of their first name and the two numbers corresponding 
to their day of birth to assist with data analysis. Staff were also asked to report the number of 
times in the last month they had used nonpharmacologic interventions for pain and the number of 
residents in the last month that had used nonpharmacologic interventions for pain as part of both 
the pre-test and the post-test. Weekly reminders were sent to the staff via the site’s OnShift text 
system to complete the pre-test and Relias training. Following the Relias training, the same 
attitudes and knowledge questionnaire was administered as the post-test at this time in the form 
of a Qualtrics survey. Training feedback (Appendix I) and qualitative data (Appendix G) were 
also collected via Qualtrics survey. The post-test, training feedback, and qualitative data 
questions were open from October 5, 2020 through October 19, 2020 with weekly reminders to 
complete the post-test sent via the site’s OnShift text system.  
 Monetary incentives were used to encourage completion of the pre-test, Relias module, 
and post-test. Ten-dollar online Visa gift cards were sent to each staff member who completed 
the pre-test. Additional ten-dollar online visa gift cards were sent to staff members who 
completed the post-test. Online gift cards were used to reduce the spread of infection and the 
workload for distribution for CWRC leadership when the DNP student could not be at the site. 
Following completion of the pre-test, a separate link was provided for staff to indicate the 





test were not linked to their personal information. The same process was used for the post-test 
completion. 
During the “study” phase of PDSA cycle 3, KL evaluated qualitative interviews with 
open-ended questions surrounding barriers, facilitators, and physical location of supplies to 
applying nonpharmacologic options and using the orders set within four weeks of the initial 
education (Appendix G). During this time, KL and Maggie Swerlick provided support to staff 
and made necessary revisions to the orders set and education based on staff feedback. An 
additional one week of on-site observation was planned to be completed during this period to 
assess subjective changes in use of NPPMI, but visitor restrictions during the COVID 19 
pandemic prohibited the KL’s ability to be on site.  
 The October 2020 skills fair was initially planned to be the setting where KL would 
administer the same nonpharmacologic pain management attitudes and knowledge questionnaire 
to CNAs to assess changes in pain attitudes and knowledge retention. However, due to COVID-
19 visitor restrictions and staffing shortages, the questionnaire was sent to staff via Qualtrics 
survey using the CWRC text system. The results of the changes determined the steps of the “act” 
stage of PDSA cycle 3. Education and training were provided to any new staff who have not 
previously completed the training and the Relias module remains open for new staff. 
Ethics and Human Subjects Permissions 
 This project was a continuation of a broader project with the aim of optimizing 
management of chronic pain in long-term care. It was reviewed by the University of North 
Carolina Institutional Review Board (IRB), IRB #17-0684, and was deemed to not require IRB 





involved nonpharmalogic pain management interventions that are of low risk of harm to the 
residents. No resident data was collected.  
Data Collection and Analysis 
 Pre- and post-test questionnaires were collected via Qualtrics survey in August prior to 
staff completion of the Relias module and in October following staff completion of the Relias 
module to assess CNA attitudes and knowledge about nonpharmacologic pain management. Pre-
test data was evaluated via the initial Qualtrics survey and post-test data was evaluated via the 
same Qualtrics survey. These data were analyzed for change after implementation.  
Qualitative texted data were collected with staff via online Qualtrics survey within the 
first four weeks of implementation to address barriers and facilitators to applying NPPMI, 
including physical location of supplies, and to make revisions to the orders set as necessary. 
Lastly, an additional survey was done along with the post-test to acquire feedback on the training 
itself, including feedback on relevance of topics, training organization, length of the training, and 
the environment where the training is conducted. 
 Data collection instruments included the attitudes and knowledge questionnaire and the 
training evaluation. The attitudes and knowledge questionnaires are provided in Appendix H. 
The attitudes section of the questionnaire required CNAs to rate their attitudes and beliefs about 
NPPMI effectiveness and confidence in using NPPMI using a 5-point Likert scale ranging from 
strongly disagree (1) to strongly agree (5). The knowledge section of the questionnaire included 
questions pertaining to logistics of using the specific NPPMI and the site’s policies regarding 
communication to nurses of actions taken by the CNAs. The training evaluation assessed the 





changes should be made to the materials to make the intervention more effective using a 5-point 
Likert scale ranging from strongly disagree (1) to strongly agree (5) (Appendix I).  
Outcomes 
 The primary outcomes of this project were the completion of the Relias education module 
and frequency of use of the nonpharmacologic pain management interventions. Secondary 
outcomes included CNA attitudes and knowledge surrounding nonpharmacologic pain 
management and suggestions for future work to improve pain management practices at CWRC. 
Barriers to Implementation and Potential Limitations 
There were several potential barriers to implementation and limitations of this DNP 
project. The nonpharmacologic standing orders set was developed during the “plan” stage of 
PDSA cycle 3 specifically for CWRC based off of available supplies and needs of the 
population. This may limit generalizability to other settings, but the implementation process may 
be useful in designing quality improvement projects at other sites.  
The biggest barrier to the implementation of the intervention is the concurrent COVID-19 
pandemic which limited the “do” stage. In order to attempt to protect staff and residents from 
contracting this virus, CWRC leadership implemented an infection prevention action plan which 
included restricting visitors to the site, developing and implementing new cleaning protocols, and 
increasing staff infection training. The increased training and responsibilities for frontline staff 
resulted in increased staff burden. The new and necessary infection prevention protocols may 
have limited the staff’s ability to learn and prioritize new pain management practices given the 
focus on resident safety at this time, and the reduction of efforts on quality improvement. 
Additionally, CWRC leadership promptly responded to everchanging guidelines and 





emergency planning efforts that limited their availability for the pain effort. Last, the infection 
prevention protocols limited the DNP student’s ability to be on-site, so the education content and 
subsequent support was provided via electronic means and with the assistance of the CWRC Pain 
Team and CNA pain champion. 
One key potential barrier to implementation was staff turnover that could have limited the 
effectiveness of the “do” stage of PDSA cycle 3. Staff turnover during the months of 
implementation could have decreased the use of the nonpharmacologic standing orders set and 
may have potentially resulted in lower CNA attitudes and knowledge scores at the time of post-
test if new staff were not provided with the training. To address this potential barrier, KL 
monitored staff turnover and use of the Relias video training module during the implementation 
period and attempted to facilitate new staff training. 
 Other potential barriers to implementation included different leadership styles of nurses 
and different levels of CNA autonomy. The stakeholder analysis revealed variations in 
leadership styles of nurses which could have affected the CNAs’ feelings of autonomy in being 
able to use the nonpharmacologic standing orders. It was important to monitor qualitative 
feedback during the “study” stage of PDSA cycle 3 to address potential barriers, such as the 
physical location of supplies and time it takes to complete the interventions. 
Summary 
 This chapter outlines the DNP project plan to implement the nonpharmacologic standing 






CHAPTER 5: RESULTS 
Participation 
 Twenty-three of the total 67 CNAs and medical technicians, or 34.3%, at Carol Woods 
Retirement Community (CWRC) completed the pre-test knowledge and attitudes questionnaire.  
Of those who completed the pre-test, 18 were CNAs and five were medical technicians. Fifty-
nine out of the total 67 CNAs and medical technicians, or 88.1%, completed the pain 
management education module by September 30, 2020. Fourteen out of the total 67 CNAs and 
medical technicians, or 20.9%, completed the post-test knowledge and attitudes questionnaire by 
October 20, 2020. Of those who completed the post-test, 12 were CNAs and two were medical 
technicians. There were six participants that completed both the pre-test and the post-test as 
determined by their anonymous identifier.  
Certified Nursing Assistant Use of Nonpharmacologic Pain Management Interventions 
 Participants were asked to report the number of times they had used nonpharmacologic 
interventions for pain in the last month and the number of residents they have worked with that 
have used nonpharmacologic interventions for pain in the last month. The pre-test was completed 
by 23 staff and they reported the average number of times using nonpharmacologic interventions 
for pain in the last month was 3.82 (range 0-10) and the average number of residents that had 
used nonpharmacologic interventions for pain was reported to be 2.65 (range 0-5). On the post-
test, completed by 14 staff, these numbers increased to 13.57 (range 0-100) and 3.26 (range 0-






management interventions over the previous month for the six participants that completed the pre 
and post training.  
Table 1. Comparison of Reported Nonpharmacologic Intervention Frequency of Use from Pre- to 
Post-Test  
Participant Pre-Test Post-Test Change in Reported 
Frequency Pre to 
Post 
1 5 10 5 
2 2 2 0 
3 10 10 0 
4 2 2 0 
5 8 10 2 
6 4 5 1 
 
Certified Nursing Assistant Nonpharmacologic Pain Management Knowledge 
 The average score on the knowledge section of the pre-test was 42.6% (n=23). The 
average score on the knowledge section of the post-test increased to 60.71% (n=14). The 
following table compares the knowledge scores for the six participants that completed the pre 
and post training (Table 2). Each of the six participants showed an improvement in their 
knowledge score from pre- to post-test. The participant with the lowest increase in score was the 
participant who had the highest pre-test score and thus had the least room for improvement.  
Table 2. Comparison of Knowledge Scores from Pre- to Post-test 
Participant Pre-Test Score Post-Test Score Change in Total 
Score Pre to Post 
1 30 80 50 
2 30 80 50 
3 20 70 50 
4 80 100 20 
5 20 60 40 






Certified Nursing Assistant Nonpharmacologic Pain Management Attitudes 
 The average score on the combined attitudes section of the pre-test on a Likert scale of 
strongly disagree (1) to strongly agree (5) was M=4.22. The average score on the combined 
attitudes section of the post-test increased to M=4.47. Average scores for the statement “I believe 
that nonpharmacologic pain management interventions promote patient comfort” increased from 
4.43 to 4.64 from the pre-test to the post-test. Average scores for the statement “As a CNA, I feel 
comfortable using nonpharmacologic interventions for pain with residents” increased from 4.3 to 
4.57 from the pre-test to the post-test. Average scores for the statement “I believe that 
nonpharmacologic pain management interventions reduce residents’ pain” increased from 4.00 to 
4.29 from the pre-test to the post-test. Average scores for the statement “I believe that 
nonpharmacologic pain management interventions should be used along with pharmacologic 
options” increased from 4.13 to 4.35 from the pre-test to the post-test. Finally, the average scores 
for the statement “I am confident using nonpharmacologic pain management interventions in 
patients with pain” increased from 4.22 to 4.50 from the pre-test to the post-test. 
Qualitative Data 
 When asked what materials, assistance, or other factors had been helpful in using the 
nonpharmacologic pain management supplies and the standing orders, there were several notable 
answers. First, availability of physical supplies such as hot and cold packs were commonly 
mentioned as facilitators of using the standing orders. One participant noted that, “The way in 
which the nonpharmacologic pain management is given is a huge factor” and also noted that, 
“Approach is everything because not all residents are willing participants.” Staff teamwork and 
communication was another commonly reported facilitator of having the time to complete 





 When asked what barriers participants had encountered to using the nonpharmacologic 
pain management supplies or standing orders, participants reported no barriers. One participant 
noted that the “resident wanting to participate” was crucial. Another noted that having the “time 
for engagement” could be a barrier. Finally, one participant noted that he/she was “not sleeping 
well” and that was affecting his/her ability to participate. 
 When asked about the physical location of the nonpharmacologic pain management 
supplies, participants commented that the location was easy to access and well known to staff. 
One participant noted, “It would be nice if we had a cart dedicated to nonpharmacologic pain 
management” and another noted that he/she had to “spend time looking” for supplies and that “it 
would help to have everything in the same place.” 
 When asked what could be improved with regards to the nonpharmacologic pain 
management standing orders, multiple participants contributed valuable replies. The first 
indicated that doctor, nurse, and administration support would be important moving forward. 
Another indicated that staff could improve by “encouraging residents to try different ways of 
managing their pain…before asking for pain med[ications].” Finally, one participant noted that 
“consistency” among staff with regards to using nonpharmacologic pain management could be 
improved. 
Training Feedback 
 Training feedback was collected from 14 staff and they reported it on a Likert scale 
ranging from strongly disagree (1) to strongly agree (5). The average score for the statement “the 
topics covered were relevant to me” was 4.64 (range 4-5). The average score for the statement 
“the content covered was organized and easy to follow” was 4.57 (range 4-5). The average score 





for the statement “the trainer was knowledgeable about the training topic was 4.50 (range 4-5). 
The average score for the statement “the length of the training was appropriate for the content 
presented” was 4.50 (range 4-5). Finally, the average score for the statement “the training 
environment was appropriate” was 4.57 (range 4-5).  
Data Limitations 
 Data limitations included low participation and format of collection. There was an overall 
low participation rate in both the pre- and the post-test which limited the ability to compare pre- 
and post-data based on identifiers. Additionally, low participation could skew averages if outliers 
were present. The online format of collection of the qualitative feedback limited its use as the 






CHAPTER 6: DISCUSSION 
Outcomes 
Primary Outcomes 
The primary outcomes of this project were the completion of the Relias education module 
and frequency of use of the nonpharmacologic pain management interventions. The completion 
rate for the 67 staff members of the education module was high (88.1%) compared to the 
completion rates of the pre-test and post-test. This was likely due to the format of the module 
being familiar to staff and the delivery during previously scheduled monthly training sessions. 
Therefore, the staff were completing training in a method to which they were accustomed as a 
part of training that was already in place compared to the pre- and post-test that were delivered in 
an unfamiliar format in addition to regularly scheduled modules. The increased workload for 
staff likely contributed to the low completion rates of the pre-test and the post-test. The 
completion rate for the post-test was lower than the pre-test (20.9% compared to 34.3%). This 
was likely due to staff fatigue with regards to the project itself and the COVID-19 pandemic. As 
per the timeline and further discussion provided below, Carol Woods Retirement Community 
(CWRC) was experiencing a COVID-19 outbreak as the module and post-test were open, which 
likely contributed to the low participation rates (Table 3). 
 The total average staff reported use of nonpharmacologic pain interventions and number 
of residents using such interventions increased from the pre-test to the post-test. The six 
participants who completed the pre-test and post-test also reported increased average use of 






concurrent COVID-19 site outbreak likely altered the focus of the staff as their workload related 
to infection prevention dramatically increased during this time, resulting in decreased time and 
ability to participate in this intervention. Additionally, these results are limited by the frequencies 
being self-reported by staff rather than directly observed or documented due to the inability of 
the Doctor of Nursing Practice (DNP) student to be onsite during the COVID-19 pandemic. This 
limits the validity of this data. Given the context of the COVID-19 pandemic as a whole and the 
concurrent outbreak at CWRC, the high completion rates of the training module and reported 
increase in use of nonpharmacologic interventions highlights the staff’s focus and drive to 
improve chronic pain management for residents.  
Secondary Outcomes 
Secondary outcomes include CNA knowledge and attitudes surrounding 
nonpharmacologic pain management and suggestions for future work to improve pain 
management practices at CWRC. The average score on the knowledge section of the 
questionnaire increased from 42.60% to 60.71% from the pre-test to the post-test. These data 
indicate that the online module format of education is valuable in this population at this site. 
While the response rate was low, there was a trend in improvement of knowledge and attitudes 
from pre to post-test. However, the increase in knowledge scores only indicates one moment in 
time and does not indicate the sustainability of the project. An additionally follow-up post-test 
completed six months to one year following the intervention would have been useful to provide 
data indicating the sustainability of the intervention. 
The average score on the attitudes section of the questionnaire in the form of a Likert 
scale increased from 4.22 to 4.47. The statements with the greater improvements in average 





their ability to use nonpharmacologic interventions, along with the statement regarding belief 
that nonpharmacologic interventions can reduce residents’ pain. These data support that CNA 
education, and subsequent improved knowledge, increase the comfort and confidence in 
performing nonpharmacologic pain management interventions. These data also support the idea 
that education and improved knowledge regarding nonpharmacologic pain management impact 
CNA belief that nonpharmacologic pain interventions are effective in reducing residents’ pain.  
The statements with the lowest improvements in average attitude scores were the 
statement that nonpharmacologic interventions can promote patient comfort and should be used 
along with pharmacologic interventions. Interestingly, the largest improvement in average 
attitudes scores from pre- to post-test was in the statement that nonpharmacologic interventions 
reduce pain (4.0 to 4.29), while the smallest improvement was in the statement that these 
interventions promote patient comfort (4.43 to 4.64).  This may support the idea that the CNAs 
differentiate resident comfort from resident pain control. CWRC’s philosophy includes a 
commitment to a holistic approach to resident well-being (Carol Woods, n.d.). This philosophy 
may contribute to this distinction as these CNAs may view resident comfort as an issue that 
encompasses more than just pain control but encompasses the resident as a whole. The low 
improvement in average attitude scores regarding the joint use of nonpharmacologic and 
pharmacologic interventions may indicate a need for re-education about the simultaneous use of 
multiple forms of pain management for nursing home residents. Again, a repeat post-test six 
months to one year following the intervention would have been useful in determining the 
sustainability of these attitude changes. 






COVID-19 in Nursing Homes 
 The nursing home population is one of the most vulnerable populations in the COVID-19 
pandemic (Ouslander & Grabowski, 2020). The residents’ older age and presence of 
comorbidities are associated with a higher risk of COVID-19 mortality (Fallon, Dukelow, & 
Kennelly, 2020). This, in combination with staffing shortages due to infection, inadequate 
availability of rapid accurate testing and personal protective equipment, and lack of effective 
treatments make the prevention or management of COVID-19 in nursing homes a daunting task 
(Ouslander & Grabowski, 2020). In addition, COVID-19 cases in nursing homes have not been 
linked to star rating and prior infection control citations, categories in which CWRC excels, but 
instead on factors out of the staff’s control, such as facility location and size (Abrams, Loomer, 
Gandhi, & Grabowski, 2020). This makes CWRC staff and residents at equal risk of contracting 
COVID-19 or having an outbreak as any nursing home in the same area, despite the high-quality 
care and innovative practice that takes place there.  
Staff who work in nursing homes, both leadership and frontline workers, risk their own 
and their family’s health and lives daily to help care for this vulnerable population (Ouslander & 
Grabowski, 2020). They work under the most stressful circumstances in order to care for the 
elderly (Ouslander & Grabowski, 2020). The mental health and well-being of the staff requires 
focus during the pandemic for these reasons (Fallon, Dukelow, & Kennelly, 2020). As the 
months pass and the state of COVID-19 in nursing homes in the United States remains relatively 
stable, the mental health and well-being of nursing home staff will continue to be important. 
CWRC acted with an early and strong infection prevention plan to prevent and respond to 
COVID-19 cases among staff or residents. They formed an infection prevention team that began 





of COVID-19. CWRC leadership was consistently ahead of state and national recommendations 
for the prevention of the spread of COVID-19 pandemic in nursing homes, while also keeping a 
focus on staff and resident well-being. Infection prevention became the primary focus of site 
leadership and staff as they considered the everchanging recommendations and literature about 
COVID-19. 
Implementation in a Nursing Home During a Pandemic 
Project implementation was directly affected by the COVID-19 pandemic. Project dates 
aligned with national and state events related to COVID-19 in nursing homes (Table 3).  
Timeline and Project Changes Related to COVID-19 
Table 3. Project, State, and National COVID-19 Events in North Carolina Nursing Homes 
Date Project Event State/National Events 
3/3/20  First case of COVID-19 in NC 
confirmed 
3/10/20  NC Governor declares state of 
emergency (Executive Order 116) 
3/11/20  World Health Organization 
declares outbreak a pandemic 
3/11/20 Carol Woods restricts 
visitor access to campus, 
including students 
(clinical/project), Project 
changed to online/remote 
 
3/13/20  U.S. President declares national 
state of emergency 
3/19/20  First case of community spread of 
COVID-19 in NC 
3/25/20  First COVID-19 death in NC 
3/27/20  Statewide Stay-At-Home order 
(Executive Order 121) 
3/27/20 Pain meeting, need for 
project delay, no 
meetings in the near 
future, no April or May 
meetings 
 
4/9/20  Statewide order with stricter 





screening, no communal 
dining/activities, facemasks for all 
staff, monitor residents daily for 
symptoms) (Executive Order 131) 
4/23/20  Extends Stay-At-Home order until 
5/8/20 (Executive Order 135) 
5/5/20  Phase 1 of Re-Opening (Long-
term care with continued visitor 
restrictions and restrictions from 
executive order 131) (Executive 
Order 138) 
5/12/20  Waives legal or regulatory 
constraints that would increase the 
spread of disease in long-term care 
(ex. Requirements for visitation in 
nursing homes) (Executive Order 
139) 




5/20/20  Phase 2 of Re-Opening (Executive 
Order 141) 
6/24/20  Surgical facemasks required in 
long-term care, continued visitor 
restrictions and communal 
activities (Executive Order 147) 
6/26/20 Pain team meeting, 
discussed restarting 
project on 8/1/20 
 
7/24/20  Visitation restriction on nursing 
homes, no communal dining or 
activities (Secretarial Order 1) 
7/24/20 Pain team meeting, plan 




postponed due to 
concurrent staff training, 
to start 8/18/20 
 
8/5/20  Extends phase 2 (Executive Order 
155) 
8/7/20  Requires staff testing in nursing 
homes every other week 
(Secretarial Order 2) 





9/1/20  Phase 2.5 of Re-Opening 
(Executive Order 163) 
9/1/20  Allows for outdoor visitation at 
nursing homes (with no ongoing 
outbreak and proper social 
distancing) (Secretarial Order 3) 
9/14/20-9/30/20 Training module open  
9/21/20  Nursing homes with one or more 
positive test must test 
staff/residents weekly, nursing 
homes without must complete 
routine testing based on county 
positivity rate in the last week 
(Secretarial Order 4) 
9/22/20  Extends secretarial order 3 until 
9/28/20 (Secretarial Order 5) 
9/24/20 Informed of COVID-19 
outbreak at CWRC 
 
9/28/20  Updates nursing home visitation 
guidelines to include outdoor 
visitation (Secretarial Order 6) 
9/30/20  Phase 3 of Re-Opening effective 
10/2/20, face masks still required 
in long-term care (Executive Order 
169) 
10/5/20-10/19/20 Post-test open  
 (Delamater, Swann, & Woodul, 2020; North Carolina Department of Health and Human 
Services, 2020a) 
 CWRC restricted visitor access on March 11, 2020, the same day that the World Health 
Organization (WHO) declared COVID-19 a pandemic (Delamater, Swann, & Woodul, 2020). 
This limited the KL’s ability to be onsite for clinical experiences or project implementation and 
support. At that time, project implementation methods were altered to remote or electronic 
methods rather than in-person implementation and support. Quality improvement projects, and 
care processes that were already in place, had to be immediately restructured in the early stages 
of the pandemic in order to mitigate infection risk to patients and staff (Foster & Stack, 2020). 





March 27, 2020, the same day that the North Carolina statewide stay-at-home order was issued 
by the Governor (North Carolina Department of Health and Human Services, 2020a). The 
pandemic requires disruption of current plan-do-study-act (PDSA) cycles in order to focus 
attention to providing care for COVID-19 patients and maintaining high quality of care for all 
patients (Foster & Stack, 2020). CWRC leadership and staff focused on the infection prevention 
efforts for staff and residents.  
The April and May pain team meetings were cancelled in order to give site leadership 
extra time to focus on infection prevention efforts and to avoid increasing staff stress levels. In 
the acute phase of the pandemic, quality improvement efforts had to be prioritized to safety and 
infection prevention efforts while postponing any unrelated projects (Foster & Stack, 2020). This 
correlated with the three-month postponement of implementation for this project while CWRC 
staff focused on infection prevention efforts. At the June 2020 pain team meeting, site leadership 
indicated that they believed staff would be ready to implement the project beginning August 1, 
2020. In the subacute phase when there began to be less frequent changes in practice and 
protocols, PDSA cycles that were already in place could be restarted (Foster & Stack, 2020). 
This was mirrored in the CWRC leadership indicating that the staff would be ready to begin 
implementation in August 2020. The education PowerPoint was shortened to less than 15 slides, 
a length that site leadership determined would be reasonable for staff learning. Pre- and post-test 
rewards were included in order to both incentivize completion of the project and to boost staff 
morale. Employee morale is a factor that positively influences quality improvement projects 
(Abdallah, 2014).  
As of October 2, 2020 (the time of implementation), there were 16,380 COVID-19 cases 





Health & Human Services, 2020b). On the same date, CWRC had on ongoing COVID-19 
outbreak involving 16 staff cases, 4 resident cases, and 1 resident death despite remarkable 
infection prevention efforts by site leadership and staff (North Carolina Department of Health & 
Human Services, 2020b).  
Effect of COVID-19 Pandemic on Project Implementation 
 The COVID-19 pandemic impacted and will continue to influence healthcare delivery 
across all settings in the United States. Quality improvement projects unrelated to the COVID-19 
pandemic, especially in nursing homes, were directly affected. Previous literature about quality 
improvement projects during the pandemic can provide some direction to future projects during 
this time. This pain management quality improvement project revealed five major factors that 
influenced the implementation of a project during a pandemic: concurrent efforts, electronic 
education, flexibility of staff and project leaders, leadership commitment, and staff morale.  
Quality Improvement During COVID-19 Pandemic Literature Review 
There has been no literature published about implementing quality improvement projects 
in nursing homes during the COVID-19 pandemic that are unrelated to the pandemic itself. One 
study was found that involved a quality improvement project implemented during the COVID-19 
pandemic that involved virtual learning about tracheostomy care with participants that were 
recruited from the Global Tracheostomy Collaborative (Swords et al., 2020). The education was 
delivered in the form of five interactive webinar sessions with otolaryngologists, speech 
pathologists, respiratory therapists, specialty nurses, patients, and caregivers (Swords et al., 
2020). The participants noted that time zones, internet bandwidth, and perceived difficulty of 
direct clinical translation of the learned skills were barriers to the project (Swords et al., 2020). 





assessments, and clinical governance and a statistically significant positive impact on pediatric 
and adult decannulation and quality improvement (Swords et al., 2020).  
Swords et al. (2020) suggests that it is possible to have a successful quality improvement 
project during the COVID-19 pandemic. The interactive webinars facilitated discussion and 
could have been a useful education delivery method in this project, but rotating shifts along with 
the monthly education modules and Relias education system that were already in place at CWRC 
made an asynchronous education module more practical (Swords et al., 2020). While time zones 
were not a factor in this pain management project, internet capabilities and perceived difficulty 
of direct clinical translation of the skills could have been factors in completing the education 
module and translating the material into practice.  
Concurrent Efforts 
Concurrent projects and events can interfere with the implementation of new quality 
improvement projects (Nystrom, Garvare, Westerlund, & Weinehall, 2014). In one study in a 
Swedish hospital, two concurrent quality improvement projects were completed, both aiming to 
increase staff competence in systematic improvement approaches (Nystrom et al., 2014). The 
goals of both quality improvement projects were only partially achieved and needed 
reinforcement (Nystrom et al., 2014). The results of this study highlight the difficulties of 
implementing concurrent quality improvement projects at a site, even in favorable circumstances 
with project goals that partially overlap (Nystrom et al., 2014). The feasibility of concurrently 
implementing a quality improvement project in a nursing home with aims separate from the 
COVID-19 infection prevention efforts and having the project be successful was low.  
Several strategies were used to mitigate the effects of the concurrent COVID-19 focus 





pandemic allowed CWRC leadership and staff time to focus on these efforts. If the project had 
moved forward during the time when nearly all information about COVID-19 was unknown and 
changing almost daily, the staff would likely not have had the time or energy to participate in the 
pain management project at all. Implementing during the subacute phase was also not ideal, as 
staff were still reacting to and applying new information about COVID-19 in nursing homes and 
were also fatigued from the infection prevention efforts and short-staffing related to staff 
sickness. This was supported by the staff member endorsing that “not sleeping well” hindered 
his/her ability to participate in this intervention and the overall burnout that could result. 
Another tactic that was used to lessen the effects of concurrent efforts was the 
distribution of work for CWRC leadership and staff. Staff working in nursing homes during the 
COVID-19 pandemic are overstressed and overworked (Ouslander & Grabowski, 2020). Adding 
additional work to an overworked staff is not ideal and will not result in positive change. So, 
small parts of the larger project were divided among the CWRC pain team with the majority of 
the work being completed by the two Resident Life Coordinators managers (CNA managers) 
who were not as directly involved in leading the infection prevention efforts. These two 
managers were able to serve as the CWRC representative leaders and advocates for this project 
as they were not also tasked with leading the infection prevention team. The CNA empowerment 
that was an objective of the intervention was mirrored in the CNA manager empowerment within 
the CWRC pain team.  
Electronic Education  
Online formats became the sole method of education for this project in order to decrease 
the spread of infection. Online education interventions have been shown to be effective in past 





was mirrored in the positive improvements in the attitudes and knowledge questionnaire in this 
project. However, the online format likely contributed to the low participation rates during the 
intervention. 
The asynchronous online delivery format resulted in no immediate feedback for KL from 
CNA staff and the inability for CNA staff to ask questions immediately following the education 
module. This made it difficult for KL to gauge response to the intervention and address 
immediate concerns. In a previous study comparing a synchronous and asynchronous online 
pharmacogenetic pharmacotherapy course, students in synchronous and asynchronous settings 
showed no statistically significant difference in final course grades, but students in the 
asynchronous lectures had lower satisfaction with the method of content delivery and preferred 
more interactive sessions (Moridani, 2007). While the lack of staff interaction due to the 
asynchronous online format was difficult for KL, the staff satisfaction with the method of 
delivery for this project was high, with scores regarding the training material ranging from 4.43 
to 4.64, and the scores regarding trainer knowledge and training format ranging from 4.50 to 
4.57. The online format of delivery likely received higher satisfaction scores during the time of 
the COVID-19 pandemic, as staff was used to completing online education during this time. 
Flexibility of Staff and Project Leaders 
Flexibility of staff and project leaders was paramount in the implementation of a quality 
improvement project during the COVID-19 pandemic. As recommendations for the prevention 
and management of COVID-19 changed frequently, CWRC leadership was constantly changing 
practice and protocols which then required changes to this quality improvement project. The 
ability for the CWRC leadership to be flexible in incorporating this project into practice during a 





staff’s ability to be flexible in accepting new education in order to determine a feasible 
implementation date. CNA staff also had to adapt to participate in new education at a time where 
they were already being asked to adapt to an everchanging COVID-19 environment. The higher 
the flexibility of nursing home staff, the more likely the nursing home will have the capacity to 
create and sustain quality improvement projects (Scott-Cawiezell, Jones, Moore, & Vojir, 2005). 
The UNC-CH SON project leaders also had to be flexible in both the timeline and 
methods of implementation as they responded to the needs of the CWRC staff. A flexible 
intervention is necessary to tailor the intervention to the nursing home site needs and is even 
more important during the COVID-19 pandemic (Desveaux, Halko, Marani, Feldman, & Ivers, 
2019). Large project changes, such as project postponement, and small project changes, such as 
developing paper documentation rather than electronic, were necessary to keep the project 
moving forward in an uncertain time. The researcher’s flexibility with study procedures despite 
barriers may contribute to retention rates in nursing home quality improvement projects (Jordan 
et al., 2018). Flexibility of everyone involved in the project was essential in order to ensure 
project completion during the COVID-19 pandemic.  
Leadership Commitment 
 The commitment of the CWRC pain team was crucial for both the implementation of this 
project and the project’s success. While the members of the pain team were also tasked with 
developing and implementing an infection prevention plan in an uncertain situation, they also 
remained committed to the implementation and success of this quality improvement effort. The 
CWRC pain team showed their commitment as they confirmed that the project could move 





meetings, offering guidance to the UNC-CH SON team members, meeting project deadlines, and 
facilitating ongoing communication between staff and KL.  
Previous literature indicates that CNAs view leadership as a source of advice and 
guidance who can remove barriers that hinder the progress of a project, and the CWRC 
leadership was able to fill this role (Barbosa et al., 2017; Ginsburg et al., 2018). Because KL 
could not be on site, the CWRC pain team’s role in the project grew as they became the project 
leaders who were able to offer face-to-face support. While site leadership’s commitment is 
always important in quality improvement projects, their importance is heightened in the setting 
of implementing quality improvement efforts during a pandemic.  
Staff Morale 
 Staff morale was a major factor in the planning and implementation of this quality 
improvement effort. The members of the CWRC pain team were also crucial members of the 
infection prevention task force at the site. These leaders were tasked with developing an 
infection prevention plan in an everchanging environment in order to prevent infection spread in 
both staff and residents. The stress of this effort likely impacted leadership morale during project 
implementation. In addition, one staff participant noted that “not sleeping well” during this time 
impacted his/her ability to participate in the intervention, which provided insight into the morale 
of front-line staff.  
Positive feedback, whether from infection prevention efforts or unrelated quality 
improvement projects, can function as a morale booster for stressed staff during this subacute 
phase of the COVID-19 pandemic (Foster & Stack, 2020). Restarting the project may have 





Additionally, providing financial incentives for completion of the project boosted morale as staff 
repeatedly voiced appreciation for the gift cards provided.  
Recommendations for Next Steps 
 Recommendations for next steps related to this project are based off of post-test data, 
qualitative staff feedback, and discussion with the CWRC pain team. Recommendations include 
ensuring Relias module access, assessing for the need to reeducate staff, educating nurses, and 
relocating all nonpharmacologic pain management materials to a central location. 
Relias Module Access and Reeducation  
 One of the advantages of recording the electronic education module is the ease of future 
access to the project training. Video recordings have been used to train new staff on previous 
quality improvement projects in nursing homes (Stephens et al., 1998). It is recommended that 
site leadership ensure open access to the standing orders education module to encourage 
reinforcement of project objectives and facilitate training of new staff surrounding the 
nonpharmacologic standing orders set. Additionally, it will be important to assess for the need to 
reeducate current staff with the Relias module in the future when the COVID-19 pandemic is 
over. Nursing home staff worked under the most stressful circumstances during the pandemic, 
risking their own and their family’s health (Ouslander & Grabowski, 2020). Concurrent infection 
prevention efforts and staff fatigue during the COVID-19 pandemic likely limited the staff’s 
ability to accept new information, so it will be important to reeducate staff when they no longer 
have the workload and stress related to the pandemic.  
Nurse Education 
 Staff indicated that teamwork and communication was a major factor contributing to their 





Due to concurrent training modules, CWRC nurses were unable to be included in this 
intervention but educating nurses about the nonpharmacologic standing orders set and the CNA 
role in pain management will be important in ensuring quality teamwork in the future. 
Relocation of Nonpharmacologic Supplies 
 Qualitative staff feedback indicated that time spent locating nonpharmacologic pain 
management supplies was a barrier to implementation and that a central location for all supplies 
related to the standing orders could be useful in mitigating that barrier. If possible, a central 
location for all supplies related to the nonpharmacologic standing orders set should be identified 
in each patient care area and all supplies should be relocated to that location. 
Recommendations for Future Work at CWRC 
 Recommendations for future work at CWRC include incorporating the standing orders 
into the electronic health record (EHR) and educating residents regarding nonpharmacologic 
pain management practices. 
Incorporating Standing Orders into Electronic Health Record 
 Currently, the documentation related to the use of the standing orders is in the form of 
paper documentation. It is recommended that this documentation is incorporated into the EHR 
that is in place at CWRC in order to simplify documentation and ensure its’ accuracy. EHR 
documentation can improve communication about resident care and accessibility to information 
(Rantz et al., 2011). EHR documentation will also ensure that resident-specific information is not 
lost and can increase the ease of access to the standing orders information for future revision or 
projects. Next, educating staff regarding EHR documentation and then auditing documentation 







 A barrier to implementation of nonpharmacologic pain management interventions 
indicated through qualitative feedback was resident doubt. Resident attributes and residents’ 
willingness to participate are documented barriers to implementing nonpharmacologic 
interventions in nursing homes (Cohen-Mansfield, Thein, Marx, & Dakheel-Ali, 2012). 
Educating residents about the benefits and effectiveness of nonpharmacologic interventions for 
pain could increase frequency of use of these interventions.  
Barriers and Limitations 
The main barrier to project implementation was the COVID-19 pandemic, as discussed 
above. However, there were additional barriers and limitations that either resulted from the 
pandemic or were separate from the pandemic, including the inability to educate nurses on the 
intervention, lack of early staff feedback, and lack of in-person observation and support by the 
DNP student. 
The education module was only provided to CNA staff due to CWRC leadership 
preference and concurrent previously scheduled monthly training modules. Educating all staff 
involved in the intervention, including nurses and CNAs, would likely increase the use of the 
standing orders and decrease staff resistance to the intervention. The previously completed 
stakeholder analysis revealed that CWRC staff felt that teamwork was vital to ensuring quality 
pain management practices for residents and completing the education module with nursing staff 
would facilitate that teamwork.  
Electronic communication served as a barrier to this project as a result of the COVID-19 
pandemic. While CWRC leadership was extremely responsive to emails and video calls 





provided CNA pain champion education via email but received minimal response to the 
education or about staff response to the project. Early electronic communication between CWRC 
staff and KL could have affected the staff’s ability to provide early feedback and KL’s ability to 
answer early questions. While subjective electronic feedback was collected with the post-test 
data, additional feedback would have been useful.  
The inability to perform in-person observation and provide in-person staff support was a 
limitation of this project. Lack of onsite support by project leaders is rare in quality improvement 
projects in nursing homes, with only one study found without such support in a literature review 
(Irvine et al., 2012). Visitor restrictions to the site limited KL’s ability to complete additional 
clinical practicum hours at CWRC and gain additional knowledge about the site, the staff, and 
the environment. The restrictions also limited KL’s ability to perform pre- and post-intervention 
observations of staff and their use of nonpharmacologic pain management interventions. Last, 
the restrictions did not allow KL to be onsite to support staff and answer questions as they arose. 
The inability to educate nurses on the intervention, lack of early staff feedback, and lack of in-
person observation and support by KL were barriers to the implementation of this project. 
Applicability of Theoretical Framework 
 Lewin’s Change Theory (LCT) and the Plan-Do-Study-Act (PDSA) cycle were used to 
guide the development and implementation of this project. LCT outlines the process of 
organizational change and provided a guide for the overall process of this DNP project 
(Kaminski, 2011). While the CWRC pain team was already in the unfreezing stage, as indicated 
by their identification of the need for chronic pain management improvement and the existence 
of monthly pain team meetings, the changing and refreezing stages were dramatically affected by 





this project. The CWRC pain team and KL identified that the restraining forces were greater than 
the driving forces, so equilibrium was not able to be disrupted in a positive way at that time in 
order to create change. The anticipated restraining forces of increased workload and time needed 
for CNAs to complete this change were amplified with the COVID-19 pandemic. The changing 
stage was able to move forward when these restraining forces had decreased. Refreezing 
included performing data analysis and subjective interviews in order to determine the need for 
re-education. Reinforcements can increase the likelihood of sustainability and are recommended 
for this project given the concurrent COVID-19 pandemic (Manchester et al., 2014). 
 This DNP project was the third PDSA cycle of the larger pain management project at 
CWRC. PDSA cycle 2’s “study” and “act” phases indicated the need for this project. The PDSA 
cycle promotes the use of small-scale approaches to test interventions which allows for quick 
feedback, learning, and adaptation of the interventions to help ensure that the change is leading 
towards the designed solution (Taylor et al., 2014). The PDSA cycle guided the methods of this 
DNP project and these small-scale approaches became increasingly important through the 
COVID-19 pandemic when small changes had to be made regularly in order to move the project 
forward. KL repeated the “plan” stage of the PDSA cycle when the COVID-19 pandemic 
required the change to online and remote delivery of the intervention and analysis of the results. 
The “do” stage was postponed while CWRC leadership and staff implemented infection 
prevention plans to mitigate the effects of the COVID-19 pandemic. The “study” phase required 
examining the results and receiving feedback through the post-test and qualitative feedback. The 
“act” stage that moves the project into the next PDSA cycle will be crucial given the concurrent 
infection prevention efforts. The next PDSA cycle will likely be postponed until a time when 





 While LCT guided the project as a whole and aided in determining when the project was 
able to proceed during the COVID-19 pandemic, the PDSA cycle guided the methods and the 
small-scale changes needed to complete the project. LCT guided the CWRC pain team and KL’s 
thinking in when the driving forces outweighed the restraining forces, while the PDSA cycle 
guided the changes that needed to be made to the project due to the COVID-19 pandemic. The 
benefit of the continuing relationship between CWRC and the University of North Carolina at 
Chapel Hill School of Nursing (UNC-CH SON) is that this PDSA cycle will lead to another 
PDSA cycle as the pain management quality improvement projects continue at this site. 
Dissemination 
 The primary method of dissemination of project results was to the CWRC pain team in 
the form of a PowerPoint presentation (Appendix J). This presentation detailed the background, 
description and implementation of the intervention, as well as summarized the data collected 
from the pre- and post-test, subjective questions, and training evaluation. The DNP student 
provided recommendations for future work in chronic pain management at CWRC and ways to 
promote sustainability of the current project. In addition to the presentation, KL provided the 
CWRC pain team with a summary handout describing these details for future efforts at CWRC 
(Appendix K). 
Sustainability 
 Sustainability of this project will be important, given the significance of chronic pain 
management at CWRC. Staff turnover is a common organizational barrier to sustainability of 
quality improvement projects in nursing homes because it leads to the continuous need to train 
new staff (Hobday et al., 2010). Prior to the COVID-19 pandemic, KL planned to be onsite and 





able to be monitored from offsite during the pandemic, so multiple interventions were used to 
address this issue. KL trained six CNA pain champions to assist with implementation and 
feedback during the project, but these champions will also continue to serve as facilitators of the 
goals of this project in the future. Training multiple CNA pain champions will hopefully both 
increase their influence at the site and ensure their position continues in case of staff turnover 
within the CNA champions. Additionally, the Relias education module will remain open for new 
staff training or staff retraining in the future to ensure access to the education material. This will 
be important given the likely need to retrain staff given the concurrent focus on infection 
prevention during the COVID-19 pandemic.  
 The relationship between the University of North Carolina at Chapel Hill School of 
Nursing (UNC-CH SON) and CWRC will continue in the future and will also aid in 
sustainability of this project. Monthly pain team meetings with representatives from both UNC-
CH SON and CWRC will serve as the setting for both reinforcement of the objectives of this 
project and discussion about future quality improvement projects related to chronic pain 
management at CWRC.  
Implications  
 Chronic pain affects up to 83% of older adults living in nursing home settings and 32% of 
these residents have undertreated pain (Hunnicutt et al., 2017; Tousignant-Laflamme et al., 
2012). Certified nursing assistants (CNAs) can have a major impact on chronic pain 
management, as they provide 80 to 90 percent of direct care in this setting (Halifax, Miaskowki 
& Wallhagen, 2018). The CNA's familiarity with the residents and their organizations make 
them a great quality improvement resource to help identify where pain management quality gaps 





have a significant impact on chronic pain management for nursing home residents, only three 
studies were found including CNAs in quality improvement projects related to increasing the use 
of nonpharmacologic pain management interventions (Baier et al., 2004; Horner et al., 2005;; 
Tse et al., 2012). Substantive literature supports CNAs ability to identify residents’ pain, but few 
use that ability to incorporate CNAs into nursing home residents’ pain management plan 
(Abrahamson et al., 2018; Dobbs et al., 2014; Halifax et al., 2018; Karlsson et al., 2013; Liu, 
2014). 
 This quality improvement project suggests that CNAs can be incorporated into the pain 
management practices in the nursing home setting. Providing education surrounding 
nonpharmacologic pain management practices can increase CNA knowledge and improve CNA 
attitudes about nonpharmacologic pain management interventions. Additionally, focusing on 
CNAs in quality improvement interventions can make them feel empowered (Davila et al., 
2016). Leadership involvement and champions are two factors that can improve outcomes in 
quality improvement projects focused on CNAs.  
 The COVID-19 pandemic had a significant impact on this project, but much can be 
learned from implementing during a pandemic in this setting with such a vulnerable population. 
All quality improvement efforts were shifted to infection prevention efforts in the acute phase of 
the pandemic, and it was only when CWRC leadership determined that there was adequate staff 
readiness to accept new information that the project could move forward (Foster & Stack, 2020).  
While infection prevention efforts were and continue to be critical for this population, 
additional quality improvement efforts can continue in the subacute phase under certain 
conditions (Foster & Stack, 2020). Leadership dedication to the quality improvement effort is 





management quality improvement efforts throughout the pandemic and continued to engage staff 
about this project. Their buy-in and flexibility allowed the project to continue even with 
significant infection prevention efforts occurring simultaneously. Because of the concurrent 
efforts, the distribution of project work was necessary in order to not further increase the stress 
and work for an already overstressed and overworked staff (Ouslander & Grabowski, 2020). The 
modification to electronic and remote education and communication was necessary in order to 
prevent additional spread of infection. Commitment on the part of the CWRC pain team and the 
DNP student to maintain communication under these circumstances was critical for project 
success. Finally, employee morale can positively impact quality improvement project efforts, so 
efforts to improve staff morale can influence project results (Abdallah, 2014).  
The next steps in the chronic pain management efforts at CWRC include ensuring access 
to the Relias training module, re-education of CNAs at a time when there is no active outbreak at 
the site, educating staff nurses about the CNAs role in nonpharmacologic pain management at 
CWRC, and relocating nonpharmacologic pain management supplies to a central location. Future 
projects at CWRC could include incorporating the nonpharmacologic standing orders set into the 
electronic health record and developing and implementing a resident education intervention 
surrounding nonpharmacologic pain management interventions. This project, along with past and 
future projects, was greatly impacted by the relationship between CWRC and UNC-CH SON. 
The dedication from both sites allowed this project to continue through devastating and 
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Chronic Pain Management 
at Carol Woods
1
Why is pain management important?
• Good pain management improves quality of life
• Good pain management reduces behavioral disturbances
• Good pain management can prevent functional decline
• Studies show that up to 83% of nursing home residents have pain, 
but it is often poorly controlled
2
How can you help?
• Monitor residents for pain at frequent intervals
• Notify nurses/providers if you suspect a resident has new or 
uncontrolled pain
• Intervene per orders for signs and symptoms of pain
• Document your interventions and their effect 
3
The Pain Algorithm
• A guide developed to assist in monitoring Carol 
Woods residents with chronic pain
• Includes two monitoring tools based on resident’s 
cognitive status/ability to communicate
• The algorithm has been revised since My Unity 
release, primarily where pain is documented
4
Using the Algorithm
White Rectangles: actions for nurse 
and/or RLS
Grey Rectangles: actions for nurses only
Diamonds: questions or decision points 
for nurses and/or RLS
Arrows: indicate how to progress
5
Role of the RLS
• The RLS plays a major role in the pain algorithm!
• Often the first to observe the residents’ pain
• Monitor residents’ pain as the 5th vital sign and as 
needed
• The RLS is responsible for reporting pain to nurses
• The RLS can also provide pain interventions that do 
not include medications
• Heat or ice packs
• Talking or walking with the resident
• Providing toileting, hydration, or food








How can you monitor for pain?
Numeric Rating Scale (NRS)
• Always ask first!
• Verbally ask the resident: “On a scale of 0 to 10, with 0 being no pain and 10 being the 
worst possible pain you can imagine, how would you rate your pain right now?”
• Most appropriate for residents with no cognitive impairment or mild cognitive impairment
7
How can you monitor for pain?
PAINAD
• Most appropriate for residents 
with moderate to severe 
cognitive impairment and cannot 
use NRS
• Visually monitor resident for 
behaviors that could indicate 
presence of pain
• Observe resident for 5 behaviors 
and rates them on a scale or 0-2
• Add score to obtain a total score, 
out of 10
8
Pain Documentation - RLS
• Pain is the 5th vital sign
• Along with documenting residents’ vital 
signs, the RLS documents the residents’ 
pain using the appropriate pain scale
• Always report a resident’s pain to the nurse
9
Pain Documentation - Nurses
Medication Administration Record (MAR)
• A physical monitor should be documented for ALL 
pain medicine given – not just PRN
• PRN medications should have their effect reassessed 
and documented
10
Pain Documentation - Nurses
Clinical Progress Notes (CPN)
• Address pain in weekly progress notes
• Effect of scheduled pain medications for chronic pain
• Signs of new or worsening pain and actions/ 
interventions taken
• Nonpharmacological interventions and their effect
• Pain score (0-10) under Vital Signs, but should include 
goal and scale in a CPN
11
Where do I document?
• Resident’s pain number – Vital Signs or MAR or CPN
• Pain scale used – MAR or CPN
• Intervention – MAR or CPN
• Resident’s pain goal – CPN










How often should I document?
• Stable, controlled, chronic pain – at least 1x/week
• Acute or uncontrolled pain – at least 1x/shift
• Reassessment after PRN med – within the shift
13
Key Points
• Monitor residents using appropriate pain scale along with vital 
signs and as needed.
• Document pain scale and pain score









APPENDIX C. NONPHARMACOLOGIC PAIN MANAGEMENT STANDING ORDERS
 
Nonpharmacologic Pain Management Standing Orders 
 
If the resident has a pain score of 1-3 using either the numeric rating scale or the 
PAINAD, use one or more of the standing orders and then notify the nurse of the pain 
score and intervention. 
 
If the resident has a pain score of 4-6 using either the numeric rating scale or the 
PAINAD, notify the nurse of the pain score and your standing order suggestion. Then, 
use one or more of the standing orders with the guidance of the nurse.  
 
If the resident has a pain score of 7-10 using either the numeric rating scale or the 




Any new pain should be reported to the nurse. Do not use standing order set. Wait for 




• Heat Packs 
o Microwave heat pack for 45 seconds. 
o Apply heat pack to painful area for no more than 20 minutes, using triple 
layer protection. 
• Cold Packs 
o Apply cold pack to painful area for no more than 20 minutes, using triple 
layer protection. 
• Aromatherapy 
o Offer and assist resident to use resident-specific essential oil tube, per 
resident preference. 
o Add 2-4 drops of essential oil to wick. Place wick in tube and seal with 
cap. 
o Instruct or assist resident to fan tube 5-10 inches in front of face. 
• Massage/Gentle Touch 
o Apply gentle pressure to painful area and/or other areas to provide 
comfort and relaxation. 
• Food/Hydration 
o Offer the resident food or hydration per their ordered diet and resident 
preference. 
• Repositioning 
o Reposition the resident for comfort. 
• Ambulation 
o Assist the resident with ambulation based on ability, using assistive 
devices.  
• Toileting 








o Examples: talking, games, activities, reminiscing, lotion application to 
another part of the body 
• Mindful Breathing 
o Assist resident in taking slow, deep breaths while focusing on the time and 
depth of their breaths. (Example: In…1, 2, 3…Out…1, 2, 3) 
• Environmental Change 
o Examples: dim lights, limit noise, change air temperature 
• Music 





APPENDIX D. NONPHARMACOLOGIC PAIN MANAGEMENT AND STANDING 




Carol Woods Retirement 
Community
1
WHY IS PAIN MANAGEMENT 
IMPORTANT?
• Good pain management improves quality of life
• Good pain management reduces behavioral 
disturbances
• Good pain management can prevent functional decline
• Studies show that up to 83% of nursing home 
residents have pain, but it is often poorly controlled
2
HOW CAN YOU HELP?
• Monitor residents for pain with vital signs and with any change 
in the resident’s pain or pain behaviors. 
• Document each pain score in the online charting system and 
notify the nurse of the pain score and any actions taken.
• Intervene per orders for signs and symptoms of pain
• Document your interventions and their effect 




(PA IN  A SSE SSM E N T  IN  A DVA N C E D  D E M E N T IA )
• Used when resident can report pain




• Used when resident cannot report pain
• Based on you reporting pain behaviors
4
WHAT IS “NONPHARMACOLOGIC” AND 
WHY DO WE WANT TO USE IT?
• Nonpharmacologic means no medication. This means 
RLS’s are able to initiate nonpharmacologic 
interventions.
• Nonpharmacologic interventions may make it possible 
to manage chronic pain with less medication, if any.
5
STANDING ORDERS
• If the resident has a pain score of 1-3 using either the numeric rating scale or 
the PAINAD, use one or more of the standing orders and then notify the nurse 
of the pain score and intervention.
• If the resident has a pain score of 4-6 using either the numeric rating scale or 
the PAINAD, notify the nurse of the pain score and your standing order 
suggestion. Then, use one or more of the standing orders with the guidance of 
the nurse. 
• If the resident has a pain score of 7-10 using either the numeric rating scale or 









• Any new pain should be reported to the nurse. 
• Do not use standing order set. 




• RLSs must communicate initial pain observations, 
interventions, and resident’s initial response to the nurses. 
• RLSs then observe resident’s pain behaviors again within 
30 minutes of use of intervention and report the 




• Microwave heat pack for 45 seconds.
• Apply heat pack to painful area for no more than 20 minutes
• Use triple layer protection 
• Cold Packs
• Apply cold pack to painful area for no more than 20 minutes




• Offer and assist resident to use resident-specific essential oil tube, 
per resident preference.
• Add 2-4 drops of essential oil to wick. Place wick in tube and seal 
with cap. 
• Instruct or assist resident to fan tube 5-10 inches in front of face.
• Massage/Gentle Touch





• Offer the resident food or hydration per their ordered diet and resident 
preference.
• Repositioning
• Reposition the resident for comfort.
• Ambulation
• Assist the resident with ambulation based on ability, using assistive 
devices. 
• Toileting




• Examples: talking, games, activities, reminiscing, lotion application to 
another part of the body
• Mindful Breathing
• Assist resident in taking slow, deep breaths while focusing on the time 
and depth of their breaths. 
• Example: In…1, 2, 3…Out…1, 2, 3
• Environmental Change
• Examples: dim lights, limit noise, change air temperature
• Music















• Along with documenting the residents’ vital signs, the RLS documents 
the residents’ pain using the appropriate pain scale. 
• Any interventions implemented from standing orders also need to be 





• Ensure standing order documentation form is accurate and sign when 
nonpharmacologic pain management actions are complete.
• Nonpharmacologic pain interventions and their effect should be 
included in MAR or Clinical Progress Notes (CPN)
• Maintain normal charting for pharmacologic interventions
16
KEY POINTS
• Monitor residents using appropriate pain scale along with vital signs and as needed.
• Document pain scale and pain score on tablet. Document interventions and their effect on the documentation form.
• Based on the pain score, RLSs can implement an intervention before or after notifying the nurse.
• 1-3: Implement intervention, notify nurse
• 4-6: Notify nurse with suggested intervention, implement intervention
• 7-10: Notify nurse and wait for further instruction
• New Pain: Notify nurse and wait for further instruction
• RLS must notify nurse of pain observations, standing orders implemented, and resident’s immediate response. 
Documentation is not enough.
• RLS must observe resident for pain behaviors and notify nurse of these observations within 30 minutes of using 
nonpharmacologic intervention.






APPENDIX E. NONPHARMACOLOGIC PAIN MANAGEMENT AND STANDING 







Nonpharmacologic Pain Management Standing Orders 
See pain management key points for pain monitoring 
 
The following are pain scores from numeric or PAINAD scale 
Resident pain score of 1-3: 
• Use one or more intervention from standing orders then notify the nurse of pain 
score and intervention 
Resident pain score of 4-6: 
• Notify the nurse of the pain score and suggested intervention then implement an 
intervention from standing orders with the guidance of the nurse 
Resident pain score of 7-10: 
• Notify the nurse and wait for further instruction 
Important Notes:  
• Any new pain should be reported to the nurse. Do not use standing order set. 
Wait for further instructions regarding pain management for this resident. 
• RLSs must communicate initial pain observations, interventions, and resident’s 
initial response to the nurses.  
• RLSs then observe resident’s pain behaviors again within 30 minutes of use of 

















Standing Orders for Potential Interventions 
• Heat Packs 
o Apply heat pack to painful area for no more than 20 minutes 
o Use triple layer protection.  
o Microwave individual heat pack for 45 seconds. 
• Cold Packs 
o Apply cold pack to painful area for no more than 20 minutes. 
o Use triple layer protection. 
• Aromatherapy  
o Offer and assist resident to use resident-specific essential oil tube, per 
resident preference. 
o Add 2-4 drops of essential oil to wick. Place wick in tube and seal with 
cap.  
o Instruct or assist resident to fan tube 5-10 inches in front of face. 
• Massage/Gentle Touch  
o Apply gentle pressure to painful area and/or other areas to provide 
comfort and relaxation. 
• Food/Hydration 
o Offer the resident food or hydration per their ordered diet and resident 
preference. 
• Repositioning 
o Reposition the resident for comfort. 
• Ambulation 
o Assist the resident with ambulation based on ability, using assistive 
devices.  
• Toileting 
o Offer the resident assistance with toileting. 
• Engagement 
o Examples: talking, games, activities, reminiscing, lotion application to 
another part of the body 
• Mindful Breathing 
o Assist resident in taking slow, deep breaths while focusing on the time and 
depth of their breaths.  
o Example: In…1, 2, 3…Out…1, 2, 3 
• Environmental Change 
o Examples: dim lights, limit noise, change air temperature 
• Music 






























































































































































































































































































































APPENDIX G. QUALITATIVE INTERVIEW QUESTIONS 
1. What materials, assistance, or other factors have been helpful in using the 
nonpharmacologic pain management supplies or the standing orders themselves?  
2. What barriers have you encountered to using the nonpharmacologic pain management 
supplies, handout, or the standing orders themselves? 
3. Is the physical location of the nonpharmacologic pain management supplies conducive to 
their use? If yes, why has the location been helpful? If no, what about the location hinders 
your ability to use the supplies and what changes do you feel would help? 
4. What do you feel could be improved with regards to the nonpharmacologic pain 






APPENDIX H. NONPHARMACOLOGIC PAIN MANAGEMENT ATTITUDES AND 
KNOWLEDGE QUESTIONNAIRE
  
Nonpharmacologic Pain Management at Carol Woods 
 
 
The following pretest will assess your knowledge of nonpharmacologic interventions for pain 
management at Carol Woods prior to completing a brief module on this topic. There are also a 
set of questions that will look at your attitudes surrounding nonpharmacologic interventions and 
your current practices in this area. Thank you for taking the time to complete this information for 
us. We appreciate you! You will be asked to complete a similar survey in the future. Be on the 




In order to link your pre-test and post-test responses for data analysis, we will ask you to enter an 
identifier at different parts throughout this project. This identifier consists of the first two letters 
of your first name and the two numbers corresponding to the day of your date of birth. For 
example, if your name is Jane Doe and your DOB is January 3 1988, then your identifier would 
be JA03. Please enter your identifier below. Remember this and use it for any other questions 





Q1. I am a... 
o Nurse  
o Med Tech  
o RLS  




The following questions mean to assess your knowledge. Please choose the most correct answer. 









Q2. How many layers should be between a hot pack or an ice pack and a resident’s skin? 
o 1  
o 2  
o 3  
o 4  
o 0  




Q3. True or False: If a resident has new pain, an RLS can implement a nonpharmacologic pain 
management intervention prior to letting the nurse know about the pain. 
o True  




Q4. What is the longest that a hot pack or cold pack can be left on a resident when treating pain? 
o 1 hour  
o 30 minutes  
o 10 minutes   
o 20 minutes  





Q5. How long should heat packs be microwaved? 
o 1 minute  
o 45 seconds  
o 30 seconds  
o It does not matter  




Q6. What should an RLS do if they have tried a nonpharmacologic intervention for a resident in 
pain? 
o Verbally notify the nurse of the intervention and resident's initial response to the 
intervention  
o Observe patient's pain behaviors within 30 minutes of intervention and communicate 
response to the nurse 
o Document intervention and responses on nonpharmcologic documentation form (paper)  
o Document pain in charting system (tablet)  
o All of the above  




Q7. True or false: Nonpharmacologic interventions may make it possible to manage pain with 
less medications. 
o True  








Q5. How long should heat packs be microwaved? 
o 1 minute  
o 45 seconds  
o 30 seconds  
o It does not matter  




Q6. What should an RLS do if they have tried a nonpharmacologic intervention for a resident in 
pain? 
o Verbally notify the nurse of the intervention and resident's initial response to the 
intervention  
o Observe patient's pain behaviors within 30 minutes of intervention and communicate 
response to the nurse 
o Document intervention and responses on nonpharmcologic documentation form (paper)  
o Document pain in charting system (tablet)  
o All of the above  




Q7. True or false: Nonpharmacologic interventions may make it possible to manage pain with 
less medications. 
o True  





Q8. Which of the following would be considered an ADL (Activities of Daily Living) 
intervention that can be implemented for residents with pain? Select all that apply. 
▢ Repositioning  
▢ Toileting  
▢ Ambulation 




Q9. What is an example of a diversion activity to help a resident with pain? (select all that apply) 
▢ Music  
▢ Heat pack 
▢ Mindful breathing 









Q10. If when getting a resident's vitals, the RLS notes that the resident has a pain score between 
1-3 that is not new pain for them, what should the RLS do? 
o Notify the nurse and suggest a nonpharmacologic intervention from the standing orders   
o Implement nonpharmacologic interventions from the standing orders and then notify the 
nurse.  
o Notify the nurse and wait for further instructions. the patient probably needs pain 
medicine  




Q11. Which of the following are nonpharmacologic interventions for pain? (select all that apply) 
▢ Music   
▢ Ambulation  
▢ Aromatherapy 
▢ Engagement activities  
▢ Heat/cold to affected area  
▢ Food/hydration  
▢ Change of environment  










Q12. The following questions are meant to assess your attitudes and current practices 
surrounding nonpharmacologic interventions for pain. There are no right or wrong answers! 
Please answer as truthfully as possible.  
 
Please read each statement and select the option that matches your opinion  
 
 
 Strongly Agree (1) Agree (2) Neutral (3) Disagree (4) 
Strongly 
Disagree (5) 






o  o  o  o  o  




pain for residents 
with pain 
o  o  o  o  o  






o  o  o  o  o  








o  o  o  o  o  





patients with pain.  






Q13. In the last month how many times have you used nonpharmacologic interventions for pain 
(for example, providing heat or ice, repositioning, diversion/distraction techniques)? Please 





Q14. Think about your CURRENT practice over the last month. How many residents use 
nonpharmacologic interventions when they are experiencing pain? Please provide a number 


















Disagree Neutral Agree Strongly 
Agree 
The topics covered were relevant to me.      
The content was organized and easy to follow.      
This training was useful for my work.      
The trainer was knowledgeable about the training topic.      
The length of the training was appropriate for the content 
presented. 
     




Rate the training materials from most helpful (1) to least helpful (3). 
 
Video  














Certified Nursing Assistants’ 
Implementation of Nonpharmacologic 
Pain Interventions in a Nursing Home
KATELYN LINKER BSN, RN, CHPN
DNP PROJECT CHAIR CHAIR: 
ANNA BEEBER PHD, RN, FAAN
DNP PROJECT COMMIT TEE MEMBERS:  
MEG ZOMORODI PHD,  RN,  ANEF,  FAAN
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Chronic Pain in Nursing Homes
Chronic pain affects up to 83% of older adults living in nursing home settings (Tousignant-
Laflamme et al., 2012)
Negative Effects of Chronic Pain: sleep, nutrition, mood, activity, healing, ADLs, decline in 
cognitive performance (Sawyer et al., 2007; Teno, Kabumoto, Wetle, Roy, & Mor, 2004)
Pain is often underreported, underrecognized, and undertreated in the nursing home setting 
(Lukas et al., 2013; Knopp-Sihota, Dirk, & Rachor, 2019).
Nonpharmacologic treatment options are often overlooked




• Implementation of an Evidence-Based Pain Protocol in the 
Nursing Home Setting (Jingwen Hua, 2018)
• Sustainability of Quality Improvements in Pain Management 




• Teamwork and Collaboration
• RLS/CNA Role in Nonpharmacologic Pain Management
• Barriers to Effective Pain Management
2019 Fall Skills Fair
• Formal training in pain monitoring
• Pain algorithm adapted to include and engage CNAs
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Problem and Project Purpose
PROBLEM
Ample access to nonpharmacologic pain 
interventions
Evidence supporting the efficacy of 
nonpharmacologic interventions to help control 
chronic pain
Evidence-based guidelines recommending the 
use of nonpharmacologic pain management 
interventions to treat chronic pain
However, there is a lack of use of these 
interventions 
(Abdulla et al., 2013; Am erican G eriatrics Society, 1998; T ick et al., 2018)
PROJECT PURPOSE
What: To increase use of nonpharmacologic pain 
interventions at CWRC 
How: Implementing a nonpharmacologic pain 
intervention that includes standing orders for 
CNA use
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Setting & Population
Carol Woods Retirement Community: non-profit continuing care retirement community
Chapel Hill, North Carolina. 
The nonpharmacologic standing orders set was implemented in assisted and skilled nursing units 
in buildings 4, 5, 6, and 7 on the CWRC campus.
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Nonpharmacologic Pain Management 
Interventions
•Interventions
• Hot and cold therapy, Touch and massage, Aromatherapy, Repositioning, Engagement Interventions, 
Mindful breathing, Music, Food and hydration, Toileting
Lack of Use of Nonpharmacologic interventions: used in 11% of residents in pain (Jablonski & Ersek, 
2009), only 7.1% of residents had orders for nonpharmacologic interventions (Reynolds et al., 2008)
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Role of Certified Nursing Assistants in 
Pain Management in Nursing Homes
CNAs are able to have a major impact on chronic pain management, as they provide 80 to 90 
percent of the direct care in this population (Halifax, Miaskowski & Wallhagen, 2018). 
CNAs familiarity with the nursing home residents and involvement in their care make them able 
to identify pain and respond accordingly.
Could suggest that CNAs are more equipped and willing to be involved in residents’ pain 
management than is often allowed in this setting.
Process of creating change in CNAs in nursing homes: education format, timing of education, 
reinforcement, champions, leadership involvement, staff turnover
Standing orders can help redistribute the provider workload, improve efficiency, and ensure 
continuity of care (Leubner & Wild, 2018). 




Describes organizational change in stages and organizational 
change resistance 
Unfreezing: desire or need for change occurs, identifying driving 
forces, disrupting equilibrium
Changing: moving into a new way of being with a detailed action 
plan, driving forces>restraining forces
Refreezing: establishing the new change as the new norm, new 
equilibrium established
Driving Forces à Equilibrium ß Restraining Forces
(Kaminski, 2011; Shirey, 2013)
PLAN-DO-STUDY-ACT






















•Present recommendations for revision and 
future work
*Ethics
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Intervention
Video recorded PowerPoint presentation (Relias Module)




◦ Completion of education module
◦ Frequency of reported use of nonpharmacologic interventions
Secondary Outcomes
◦ CNA nonpharmacologic pain management knowledge and attitudes
◦ Recommendations for future work





Nonpharmacologic Pain Management Standing Orders 
See pain management key points for pain monitoring 
 
The following are pain scores from the numeric rating scale or PAINAD scale. 
Resident pain score of 1-3: 
• Use one or more intervention from standing orders then notify the nurse of pain 
score and intervention 
Resident pain score of 4-6: 
• Notify the nurse of the pain score and suggested intervention then implement an 
intervention from standing orders with the guidance of the nurse 
Resident pain score of 7-10: 
• Notify the nurse and wait for further instruction 
Important Notes:  
• Any new pain should be reported to the nurse. Do not use standing order set. 
Wait for further instructions regarding pain management for this resident. 
• RLSs must communicate initial pain observations, interventions, and resident’s 
initial response to the nurses.  
• RLSs then observe resident’s pain behaviors again within 30 minutes of use of 










CHRONIC PAIN MANAGEMENT 
Standing Orders for Potential Interventions 
• Heat Packs 
o Apply heat pack to painful area for no more than 20 minutes 
o Use triple layer protection.  
o Microwave individual heat pack for 45 seconds. 
• Cold Packs 
o Apply cold pack to painful area for no more than 20 minutes. 
o Use triple layer protection. 
• Aromatherapy  
o Offer and assist resident to use resident-specific essential oil tube, per 
resident preference. 
o Add 2-4 drops of essential oil to wick. Place wick in tube and seal with 
cap.  
o Instruct or assist resident to fan tube 5-10 inches in front of face. 
• Massage/Gentle Touch  
o Apply gentle pressure to painful area and/or other areas to provide 
comfort and relaxation. 
• Food/Hydration 
o Offer the resident food or hydration per their ordered diet and resident 
preference. 
• Repositioning 
o Reposition the resident for comfort. 
• Ambulation 
o Assist the resident with ambulation based on ability, using assistive 
devices.  
• Toileting 
o Offer the resident assistance with toileting. 
• Engagement 
o Examples: talking, games, activities, reminiscing, lotion application to 
another part of the body 
• Mindful Breathing 
o Assist resident in taking slow, deep breaths while focusing on the time and 
depth of their breaths.  
o Example: In…1, 2, 3…Out…1, 2, 3 
• Environmental Change 
o Examples: dim lights, limit noise, change air temperature 
• Music 












CNA nonpharmacologic pain management knowledge (Pre- and post-test questionnaires)
CNA nonpharmacologic pain management attitudes (Pre- and post-test questionnaires)
Reported frequency of use of nonpharmacologic interventions for pain (Pre- and post-test 
questionnaires)
Rates of completion of Relias education module (Site reported)
Qualitative reports: address barriers and facilitators to applying NPPMI, including physical 
location of supplies, and to make revisions to the orders set as necessary (Qualtrics survey)
Training evaluation (Qualtrics survey)
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Timeline
July 2020 – Finalize Intervention Materials, Order Supplies
Finalize development of standing order set and staff education materials.
Select and educate CWRC CNAs as pain champions with the assistance of the CW Pain 
Team.
August 2020 – Implementation
Collect pre-test data surrounding nonpharmacologic pain management attitudes and 
knowledge via Qualtrics survey.
Educate nursing assistants and nurses about nonpharmacologic pain management 
standing order set via Relias module.
September 2020 – Implementation, Support
DNP and MSN students provide support to staff during implementation of standing 
order set via email and phone.
October 2020 – Chart Reviews, Post-Test Collection, Qualitative Data Collection
Collect post-test data, qualitative data, training evaluation data surrounding via 
Qualtrics survey.
November 2020 – Standing Order Set and Training Revisions, Support, Future Needs
Discuss results of project, order set and training revisions, and future needs with CW 
leadership at the CW Pain Team meeting.
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Participation
23 of 67 RLSs (CNAs) and Med Techs (34%) completed pre-test
59 of 67 (88.1%) completed Relias module
14 of 67 (20.9%) completed post-test
6 participants completed both the pre- and the post-test
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◦ Average 3.82 times over the last month (range 0-10)
◦ Average 2.65 residents over the last month (0-5)
Post-test
◦ 14 participants
◦ Average 13.57 times over the last month (range 0-100)
◦ Average 3.26 residents over the last month (range 0-24)
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Table 1. Comparison of reported Nonpharmacologic Intervention Frequency of 
Use from Pre- to Post-Test
17
CNA Nonpharmacologic Pain 
Management Knowledge
Average score on knowledge section of pre-test = 42.6%
Average score on knowledge section of post-test = 60.71%
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CNA Nonpharmacologic Pain 
Management Attitudes
Likert Scale: strongly disagree (1) to strongly agree (5)
Average combined attitudes score on pre-test = 4.22
Average combined attitudes score on post-test = 4.47










Change in Total 
Score Pre to Post
1 3.2 3.6 0.4
2 4 5 1
3 3.6 4.4 0.8
4 5 5 0
5 4 4.4 0.4
6 4 4.2 0.2






*Central location of supplies*
BARRIERS
Lack of resident participation
Time
Lack of sleep
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Training Feedback
Likert Scale: strongly disagree (1) to strongly agree (5)
Average combined score: 4.54













Completion of Relias module: high completion 
rate
Completion of Pre- and Post-tests: low 
completion rates
Reported frequency of use of 
nonpharmacologic interventions
◦ Increased from pre- to post-test (average and 
within 6 participants who completed both)
◦ Self-reported
SECONDARY OUTCOMES
CNA Knowledge: average score increased from 
42.6% to 60.71%
◦ Online format
◦ One point in time
CNA Attitudes: average score increased from 
4.22 to 4.47
Suggestions for future work
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Effect of COVID-19 on Implementation
Nursing home population is one of the most vulnerable populations in the COVID-19 pandemic 
(Ouslander & Grabowski, 2020). 
Timeline changes
Quality improvement during COVID-19
◦ Concurrent Efforts
◦ Electronic Education
◦ Flexibility of Staff and Project Leaders
◦ Leadership Commitment
◦ Staff Morale













Ensure Relias module access
Assess for need to reeducate staff
Educate nurses
Relocate materials to central location
FUTURE WORK
Incorporate standing orders into electronic 
health record
Resident education





Lack of nurse education
Lack of early staff feedback/Electronic 
communication
Lack of in-person observation and support
SUSTAINABILITY
Staff turnover
◦ CNA pain champions
◦ Relias module access
Relationship between UNC-CH SON and CWRC
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Implications for Practice
CNAs have the potential to have a major impact on chronic pain management in nursing homes, as 
they provide 80-90% of the direct care in this setting (Halifax, Miaskowski, & Wallhagen, 2018).
This project suggests that CNAs can be incorporated into pain management practices in the nursing 
home setting.
Providing education surrounding nonpharmacologic pain management practices can increase CNA 
knowledge and improve attitudes about these interventions.
COVID-19 and QI projects
◦ Leadership determined when staff was ready to accept new information
◦ Leadership dedication to QI effort is crucial
◦ Flexibility
◦ Electronic/remote education
◦ Commitment from site leadership and project leaders
◦ Employee morale
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Questions?






APPENDIX K: SUMMARY HANDOUT FOR CWRC PAIN TEAM 
 
 





• 23 of 67 RLSs/Med Techs (34.3%) completed the pre-test 
• 59 of 67 RLSs/Med Techs (88.1%) completed the Relias module 
• 14 of 67 RLSs/Med Techs (20.9%) completed the post-test 
• 6 participants completed both the pre-test and the post-test 
 
RLS/Med Tech Use of Nonpharmacologic Interventions (NPI) 
• Reported average number of times they had used NPI over the last month (pre- 
and post-intervention) 
• Average reported number of times that RLSs/Med Techs used NPIs increased 
from 3.82 (range 0-10) to 13.57 (range 0-100) 
• Average reported number of residents that had used NPI increased from 2.65 
(range 0-5) to 3.26 (range 0-24). 
• Of the 6 participants who completed the pre- and the post-test, all showed a 
stable or increased number of reported times using NPI. 
 
RLS/Med Tech NPI Knowledge 
• Average score on knowledge pre-test was 42.6% 
• Average score on knowledge post-test was 60.71% 
• Of the 6 participants who completed the pre- and the post-test, all had better 
scores on the post-test 
 
RLS/Med Tech NPI Attitudes 
• Likert scale of strongly disagree (1) to strongly agree (5) 
• Average combined attitudes score on pre-test was 4.22 
• Average combined attitudes score on post-test was 4.47 
 
Qualitative Feedback 
• Ample NPI supplies available at Carol Woods 
• Staff teamwork facilitated use of NPI and the standing orders 
• Resident participation was reported as a barrier 
• Suggestions to move NPI supplies to central location 
 
Training Feedback 
• Likert scale of strongly disagree (1) to strongly agree (5) 
• Scores of 4.50 or higher for all statements 
• Highest scores for “the topics were relevant to me,” “the training environment 










Implementation During Pandemic 
 
Changes to Project 
• Delay in start time 
• Inability for students and visitors to be on site 
• Electronic/remote implementation 
 
Effect of COVID-19 on Project Implementation 
• Concurrent Efforts: Infection efforts happening at the same time as the project, 
concurrent efforts can interfere with the implementation of new quality 
improvement projects 
o Strategies to mitigate effects of concurrent efforts: postponing project, 
distribution of work between multiple parties 
• Electronic Education: online format became sole method of education and 
communication 
o Difficult delivery method for project leaders, but high staff feedback ratings 
about this format 
• Flexibility of Staff and Project Leaders: paramount for project success, changing 
plan as recommendations surrounding COVID-19 changed 
• Leadership Commitment: Carol Woods leadership commitment was crucial, 
remained dedicated to the project itself and communication with the UNC team 
• Staff Morale: High stress environment during the pandemic in a nursing home 
o Positive feedback to staff related to either effort can boost morale 




Recommendations for Next Steps 
• Ensure Relias module access 
• Reeducation as necessary at a less stressful time 
• Education of nursing staff to ensure staff consistency 
• Relocation of NPI supplies to central location 
 
Recommendations for Future Work 
• Incorporating standing orders into electronic health record 
o Currently using paper documentation to simplify documentation and 
ensure accuracy 
o Electronic documentation can improve communication about resident care 
and accessibility to information 
• Resident Education 
o Barrier to implementation of this project was resident doubt about NPI 
o Educating residents about benefits and effectiveness of NPI could 
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